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For fewer transfusions... 


clearer operative field... 
less postoperative nursing... 


SALICYLATE 


(Brand of carbazochrome salicylate) 


* 


The patient, surgical team and nursing staff all benefit when Adrenosem is part . SUPPLIED: For oral administration 

of the preoperative routine because it helps maintain capillary integrity. —Tablets: 1 mg. (s.c. orange), bot-. 

tles of 50, and 2.5 mg. (s.c. yellow), 

Adrenosem decreases excessive capillary permeability and promotes retraction bottles of 50. Syrup: 2.5 mg. per 5 
of severed capillary ends, thus diminishing excessive bleeding. This conserves cc. (1 tsp.), bottles of 4 oz. 

the patient’s own blood so less is needed from the blood bank. Since the operative For I.M. injection—Ampuls: 5 mg., 

field is clearer, surgical procedures are facilitated and operating time shortened. 1 cc., packages of 5 and 100; 10 


In the postoperative period, reduction in seepage and oozing means fewer calls mg., 2 cc., packages of 5. 


on the nursing staff. 


/ 
At recommended dosage levels there are no contraindications. The safety and Write for detailed 
effectiveness of Adrenosem have been proved in over seven years’ use... fifteen literature and dosage 
| information. 


million doses . . . thousands of hospitals. 
*U.S. Pat. Nos. 2681850; 2606294 


THE s. E. MassENGILL COMPANY 


Bristol, Tennessee New York Kansas City San Francisco 
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Trinity Lutheran Hospital, Kansas City, Missouri. Completely air-conditioned by gas and Carrier absorption refrigeration. 
Architect: Emil Bayerl. Consulting Engineer: William Cassell. Contractor: Interstate Heating & Plumbing. 


“We utilize waste steam to keep patients cool 


with GAS and CARRIER absorption refrigeration” 


Milton Gaugh, Plant Superintendent, Trinity Lutheran Hospital, Kansas City, Missouri 


“We've always had excess steam in 
summer; and until we put in this 
Carrier unit and Gas, we weren’t put- 
ting the surplus to work. The same gas 
boiler that heats in winter now delivers 
steam to run the Carrier unit to cool 
in summer.” 


Mr. Gaugh is right. Gas and Carrier 
absorption refrigeration give this hos- 
pital all the advantages of modern gas 
air conditioning... year ’round com- 


“Simplicity of operation and low operating cost of 
the 185-ton capacity gas-operated Carrier absorp- 
tion system installed last year to provide chilled 
water for air conditioning a south and central 
wing, resulted in the choice of a second Carrier 
system for our new nurses residence and classroom 
building’, says Milton Gaugh, Plant Superinten- 
dent, Trinity Lutheran Hospital, Kansas City, Mo. 
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fort, clean circulated air, safety, de- 
pendability, unbeatable fuel economy. 
And, of special interest to plant engi- 
neers, the Carrier absorption unit of- 
fers partial load efficiency unsurpassed 
in any other cooling system. 


For high efficiency air conditioning at 
low cost, specify GAS and CARRIER 
absorption refrigeration. Call your 
local Gas Company for details. Or write 
Carrier Air Conditioning Co., Syracuse 
1, N.Y. American Gas Association 


FOR HEATING & COOLING 
GAS IS GOOD BUSINESS! 


CK 4 
A 
# 
x 
‘ 
4 
~ 
4 
“ 
~ ve 
- 
; 
« 
= 
2 
4 
‘ 
j 


» 


ALL-PURPOSE 
CATHETER 


(In Exclusive Polyethylene 
Peel-back Tray) 


it’s 
it’s Sterile 
it’ 


New utility catheter combines the desirable features of the 
Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 


Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field . intact. 


*K A LINE OF COMPLETELY FUNCTIONAL AND LABOR-SAVING 
DISPOSABLES INVOLVING MASS DAILY ROUTINES. 


Complete information furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY 
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Good Records Mean Good Purchasing . 


relief from 
moderate 

postoperative 
pain 


QUALITY / RESEARCH / INTEGRITY 


Me“. . . Darvon Compound appears to be an 
effective analgesic for patients after anorectal — : 
surgery when compared with the conventional APC and 
codeine preparation. A definite advantage is 
that it 1s a non-narcotic agent.” 


Zimmerman, K., ef al.: The Use of 
Darvon Compound after Anorectal 
Surgery, Am. J. Surg., 99:316, 1960. 


DARVON® COMPOUND and 
DARVON COMPOUND-65 


Both products combine the analgesic advantages of Dar- 
von® with the antipyretic and anti-inflammatory benefits 
of A.S.A.® Compound. Darvon Compound-65 contains 
twice as much Darvon as regular Darvon Compound with- 
out increase in the salicylate content or the size of the 
Pulvule.® 


Formulas: 

Darvon Compound Darvon Compound-65 
.. . ... . 162 mg. 


Usual Dosage: | ‘ 
Darvon Compound: 7 or 2 Pulvules three or four times daily. 
Darvon Compound-65: 1 Pulvule three or four times daily. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, Lilly) 

A.S.A.® Compound (acetylsalicylic acid, acetophenetidin, and caffeine, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 
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for procedures where SECONDS/ count... 


orthopedic work (hip-pinning, etc.) angiography 
— “T” tube cholangiograms / ventriculography 
wet and dry casts / pre-operative “previews’ 


“pilot” confirmation of 
therapy fields 


cholecystography 


® 
O D Gosage rapid radiography 


lowest radiation-dosage 
20% of conventional MAS exposure 


Yields diagnostic x-rays with 80% less 
exposure (average) than conventional films 
require. Works with any x-ray machine. 


fastest processing ever 
be. 1IO seconds does it all 


Delivers finished dry prints right on the spot. 
No darkroom needed for processing, nor 
illuminator for viewing. 


The “rightaway” quality and low dosage of Polaroid 
MD/RR radiographs bring dramatic benefits to many __ 
surgical and emergency situations (some are listed 
above). Limited deliveries of the new packets are 
scheduled to start in April: for reservations may we 
suggest that it is none too soon to check 

with your local Picker office. 


POLAROID 


® 


Or write 
PICKER X-RAY CORPORATION, 
25 South Broadway, White Plains, N.Y. 


> 
dramatic radiographic advance 
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q FULLY ABSORBENT... SANITARY 
a STRONG for toughest jobs 
) SOFT for easiest use 


Soft enough to bathe a 
enough to scrub a train. 
Finest made, 
Simoniz Heavy-Duty, 
All-Purpose Sponge 
works best in the most 
places. Holds cleaning solution. 
Won’t shred. Resists wear and tear, acids, alka- 
lies, bleaches, soaps, detergents—longer life . . . 
; less cost. Wonderful for walls, windows, wash- 
rooms, equipment, counters—all cleaning uses. 
Medium and large sizes. Order from your Simoniz 
Commercial Products Distributor or use handy 
coupon below for prompt reply. 


6 


Simoniz Company (Commercial Products Division— H-4) 
g 2100 Indiana Avenue, Chicago 16, Illinois ; 

v © Without obligation, please send details on Simoniz 
Heavy-Duty, All-Purpose Sponges. 

© Please send name of nearest Simoniz Distributor. 


FOR LONG WEAR ...LESS CARE 


Name 

Firm Name 

Street Address 

City State 


hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1961 


Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 
MEETING AND INSTITUTE 
CALENDAR 


THROUGH SEPTEMBER 1961 - 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


APRIL 


3-46 Ohio Hospital Association, Columbus (Veterans Memorial 
Auditorium) 
5-7 Capital Financing of Hospitals, Chicago (AHA Headquar- 
ters) 
10-14 National League for Nursing, Cleveland (The Arena) 
12-14 Labor Relations, Chicago (AHA Headquarters) 
13-14 Carolinas-Virginias Hospital Conference, Roanoke (Hotel 
Roanoke) 
16-20 Annual Conference of Blue Shield-Blue Cross Plans, Chicago 
(Edgewater Beach Hotel) 
17-18 Credits and Collections, Detroit (Sheraton-Cadillac Hotel) 
1921 Quebec Hospital Association, Montreal (Queen Elizabeth 
Hotel) 
19-21 Hospital Librarianship, Chicago {AHA Headquarters) 
19-21 Southeastern Hospital Conference, Memphis (Municipal Au- 
ditorium) 
23-28 American Pharmaceutical Association, Chicago (Hotel Sher- 


man) 

23-28 American Society of Hospital Pharmacists, Chicago (Hotel 
Sherman) 

24-25 National Association of Boards of Pharmacy, Chicago (Hotel 
Sherman) 

24-27 Association of Western Hospitals, San Francisco (Civic Audi- 
torium) 

24-27 Nursing Inservice Programs, New York City (Sheraton- 
Atlantic Hotel) 

24-28 Medical Record Librarians, on Principles of Medical Record 
Management (Advanced), Chicago (AHA Headquarters) 

24-28 National Association for Practical Nurse Education and 
Service, Detroit (Statler Hilton Hotel) 

25-28 Hospital Engineering, Dallas, Tex. (Adolphus Hotel) 

26-27 Iowa Hospital Association, Des Moines (Fort Des Moines 
Hotel) 

26-28 Midwest Hospital Association, Kansas City (Municipal Audi- 
torium and President Hotel) 


MAY 


1-3 Tri-State Hospital Assembly, Chicago (Palmer House) 
1-4 National Geriatrics Society, San Francisco (St. Francis Hotel) 
4-5 Association of University Programs in Hospital Administra- 
tion, San Antonio, Tex. (Brooke Army Medical Center, Fort 
Sam Houston) 
8-10 eng Organization, New York City (Sheraton-Atlantic 
otel) 
8-10 National Red Cross Convention, Cincinnati _ 
8-12 American College of Physicians, Bal Harbour, Miami Beach 
(Americana Hote!) 
8-12 American Psychiatric Association, Chicago (Morrison Hotel 
Auditorium) 
9-12 Nursing Home Administration, Omaha, Nebr. (Sheraton-Fon- 
tenelle Hotel) 


(Continued on page 8) 
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unique local anesthetic 
with 
*,.. outstanding features.’”’ 


Carbocaine combines the best characteristics Carbocaine has been found suitable for eld- 


of older local anesthetics with exceptional new erly or poor risk patients, for patients with 
, epilepsy or cardiac disease, as well as for 


advantages. : 
More potent many others in whom potent anesthetics are 
lidocaine.* generally contraindicated. 
ee ee For infiltration and nerve block, caudal and 
° | peridural block, and therapeutic block in 
Quicker onset of anesthesia management of pain. 

than obtained with other agents.* How Supplied: For infiltration and nerve 
. block: Carbocaine hydrochloride, 1 per cent 
3 ee and 2 cent, in sterile saline solution, in 
More prolonged anesthesia ~anilits docs vials of 50 ec. For caudal and 
— lasts several hours.'** peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 

3 Greater safety in single dose vials of 30 ce. 
| , References: 1. Sadove, M. 8,: A preliminary re- 


—low toxicity, virtually no vasodilatation," port on Carbesnine, new 
epinephrine not required except for hemostasis. mitted for publication. 2. Luduena, F. P.; Hoppe, 
; ees J. O.; Coulston, F., and Drobeck, H. P.: The 
7 pharmacology and toxicology of mepivacaine, a 
Local anesthesia extended | new local anesthetic, Toxicol. ¢ Appl. Pharmacol. 
to many more To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 


1 patients and p block with Carbocaine (mepivacaine), a new 
° anesthetic agent, Anesth. § Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
Greater stability neuen Lokalanestheticum, Anaesthesist 6:364, 
j —no risk of decomposition or loss of potency. Oct., 1957. 

Laboratories 

| New York 18, N. Y. 


Carbocaine|( brand of mepivacaine), trademark reg. U.S. Pat. Off. 
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STYLED IN STEEL TO COMPLEMENT ANY DECOR 


NEW! 


Weures 
STACK CHAIRS 


in 4 


““METAL-GLO” 


COLORS AND BLACK AND WHITE 


Special oven-baked finish—con- 
temporary, decorator-line colors 
onze, Gold, Aluminum, 
Copper, and Black and White 
. that combine style and 
beauty with extreme durability. 


FIBERGLASS 
STACK CHAIR 


New and fabulous from Fixtures! 
A seamless shel! of fibergiass, 
contour molded for comfort, in 
Turquoise, White, Charcoal, Yel- 
low or Persimmon... desi 

to blend with the Metail-Glo 
hues of the frame for a strik- 


ing effect to fit any decor 
FLOATING SEAT STACK CHAIR fe 


Real seating comfort 

yet a boon to your budget! 

< Upholstered, 1” thick pad- 
ded seat and back on 1” 

tubular steel frame. 

handie for ease of moving. 


STACKING FORM 
PLYWOOD CHAIR 


Style and comfort combined 

in smart, natural finish 

5-ply mapie. Both seat and 

back molded to form-fitting > 

contours. E-Z handie for 
ded convenience. 


24 HOUR SHIPMENT ASSURED 


Mi: 


An expert 
in his field... 


.-.in hospital fund raising it’s NATIONAL! 


National ... specialists in a specialized field, help you 
obtain the capital funds you need for a bigger and better 
hospital. National's ethical approach brings results with 
lasting effect of support, a will and unity of purpose. 


Send for FREE booklet on things you 
should know about raising funds. Do it today! 


r Gentiemen: Please send Free Copy of your booklet, 
“Partners in Progress.” 5 
Name 
Hosp 
| Address 
City 
St 


NATIONAL - Raising Services, 


10-12 Upper Midwest Hospital Conference, St. Paul (Auditorium) 
11 Massachusetts Hospital Assembly, Boston (Statler Hotel) 

14-17 Texas Hospital Association, Dallas (Memorial Auditorium) 

15-18 Hospital Dental Service (Basic), Boston (Somerset Hotel) 

15-18 Occupational Therapists, Washington, D.C. (Willard Hotel) 

17-19 Hospital Association of New York State, Atlantic City, NJ. 
(Convention Hall) 

17-19 Middle Atlantic Hospital Assembly, Atlantic City, N.J. (Con- 
vention Hall) | 

17-19 New Mexico Hospital Association, Albuquerque (Western 
Skies Hotel) 

22-25 Evening and Night Nursing Service, Detroit (Pick-Fort Shelby 
Hotel) 

22-26 Shared Dietitian and Dietary Consultant, Chicago (AHA 
Headquarters) 

23-24 Credits and Collections, Atlanta (Henry Grady Hotel) 

24-26 Tennessee Hospital Association, Gatlinburg (Riverside Hotel) 

23931 Arkansas Hospital Association, Hot Springs (Arlington Hotel) 


| 


JUNE 

1-2 New Hampshire Hospital Association, Newcastle (Went- 
worth-by-the-Sea) 

2-7 American Physical Therapy Association, Chicado (Palmer 
House) 

5-7 Hospital Purchasing (Advanced), Chicago (AHA Headquar- 
ters) 

5-8 Maritime Hospital Association, Halifax, N. S. (Nova Scotian 
Hotel) 


5-9 International Hospital Federation, 12th International Hospital 
Congress, Venice, Italy 
6-7 Maine Hospital Association, Rockland (Samoset Hotel) 
6-8 Patterns and Principles for Auxiliary Leaders, Washington, 
D.C. (Willard Hotel) 
11-16 American Society of Medical Technologists, Seattle (Olympic 
Hotel) 
12-15 Nursing Service Supervision, Chicago (AHA 
12-15 Catholic Hospital Association, Detroit (Cobo Hall) 
14 Connecticut Hospital Association, Berlin (Connecticut Light 
and Power Co.) 
18-20 Michigan Hospital’ Association, Grand Rapids (Hotel Pant- 
lind) 


19-21 Administrators’ Secretaries, Chicago (AHA Headquarters) 


19-23 Hospital Pharmacy (General), Albany, N.Y. (Sienna College) 

21-23 North Carolina Hospital Association, Asheville (Grove Park 
Inn) 

24-29 International Convention of X-ray Technicians, Montreal 
(Queen Elizabeth Hotel) 

25-30. American Medical Association, New York City (Coliseum) 

26-28 Executive Development of Departmental Directors, Chicago 
(AHA Headquarters) 

26-28 Comité des Hopitaux du Québec, Montreal (Show Mart) 

26-28 Supervision, Little Rock (University of Arkansas Medical 


Center) 
JULY 
2-7 American Physical Therapy Association, Chicago (Palmer 
House) 


12-14 Mississippi Hospital Association, Biloxi (Buena Vista Hotel) 

16-21 19th Annual Institute of the American Association of Hos- 
pital Accountants, Indiana University, Bloomington 

31-Aug. 4 Hospital Purchasing (Advanced), Kansas City (Bellerive 
Hotel) 


AUGUST 


7-11 Hospital Pharmacy, San Francisco (Guy S. Millberry Union, 
University of California) 
29-30 Credits and Collections, Portland (Hotel Benson) 


7-8 Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 
11-15 Hospital Engineering, Washington, D.C. (Willard Hotel) 
11-15 Central Service Administration, Chicago (AHA Headquarters) 
23 American Association of Hospital Consultants, Atlantic City 
(Shelburne Hotel) 
23-25 American College of Hospital Administrators, Atlantic City 
(Convention Hall) 
25-28 American Association of Nurse Anesthetists, Atlantic City 
(Convention Hall) 
29-Oct. 8 American Society of Clinical Pathologists, Seattle @lym- 
pic Hotel) 
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Russ Building, Sen Francisco * 1616 Fulton Notional Bonk 
Bidg., Ationte © 208 Ridgieo Stote Bonk Bidg., Fort Worth 


here blood 
enters... 
stops... 
clots... 


Hemostasis with Gelfoam sponge is efficient and di- 
rect: blood enters ... stops... clots. Later, Gelfoam 
is absorbed in situ with virtually no cellular reaction. 

Hospital applications for Gelfoam are many — 
so varied that one or more of its uses may occasion- 
ally be overlooked. 

So that your hospital can take full advantage of 
Gelfoam versatility, make certain you have the right 
Gelfoam on hand for every use. Gelfoam is supplied 


as sterile surgical sponge, dental pack, prostatectomy 


cone, biopsy sponge, sterile powder, and Gelfilm* 
for neurosurgery and ophthalmologic procedures. 


Indications and effects: Gelfoam is an absorbable hemo- 
static material useful in many fields of surgery. With it, 
capillary oozing or bleeding from veins may be controlled 
instantly. When implanted in tissues, Gelfoam is completely 
absorbed in 4 to 6 weeks without inducing excessive scar 
tissue formation; when applied to bleeding skin or mucosa, 
it liquefies in 2 to 5 days. 

Administration: Using aseptic measures, Gelfoam is cut to 
the desired size and applied either dry or saturated with 
isotonic salt solution or with thrombin solution. The pre- 
pared Gelfoam is applied to the bleeding point and held 
there for ten or fifteen seconds. When bleeding is controlled, 
the Gelfoam is left in place. 

Storage and handling: Gelfoam may be stored indefinitely 


in the unopened package. After opening, unused portions 


should be discarded or resterilized by dry-air heating for 
four hours at 290° F. (143° C.). Sterilization by autoclaving 


cannot be employed. *Trademark, Reg. U. S. Pat. Off. 
Precautions: 

Gelfoam should be used discriminately in arterial bleeding because of the intra- arterial 
pressure. It is advisable to suture and reinforce where possible. 

Do not rely solely on Gelfoam in patients with hemorrhagic dyscrasias. 

Gelfoam will not stop menstrual bleeding—do not use post partum or for menorrhagia. 
Be sure Gelfoam.is in snug contact with all of the underlying or involved surfaces. 

-Use Gelfoam as sparingly as possible in observation of the surgical dictum ra ‘as 
little foreign material as possible in wounds.’ 

Do not overfill cavities. 

Be sure that all air bubbles are expressed from the Gelfoam to discourage possible 
growth of aerobic organisms. 

Do not use in grossly contaminated wounds — the Gelfoam may liquefy too rapidly. 
Avoid prolonged exposure of Gelfoam to contaminated air. ; 
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some of the 
capabilities of 


Gelfoam 
Gelfilm c= 


¢ control bleeding from 
small arterioles 


* control capillary ooze 
* repair veins 


* seal cerebrospinal 
fluid leaks 


* obliterate dead space 


* secure a dry operative 
field 


protect brain surfaces 


during retraction 

* carry medication 

stop epistaxis 

* patch small air leaks 
in reinflated lungs 

¢ reinforce suture lines 

* treat gastroduodenal 
hemorrhage 

* facilitate closure and 
healing of 
large kidney wounds 

¢ control hemorrhage 
following anorec 
surgery 

* control bleeding and 
oozing in bone surgery 

¢ promote healing in 
skin ulcers 

* serve as biopsy sponge 


The Upjohn Company 
Kalamazoo, Michigan 


Cross section of Gelfoam n (highly magnified ) 


officers, trustees and councils 


OF THE AMERICAN HOSPITAL ASSOCIATION 


OFFICERS 


President 


Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


President-Elect 
Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 


Immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 
11 


Executive Vice President 
Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Secretary 
James E. Hague, 840 North Lake Shore Drive, Chicago 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
ll 


BOARD OF TRUSTEES 
Chairman: Frank 8. Groner, Baptist Memorial Hos- 


pital, Memphis 3, Tenn. 
John N. Hatfield, Passavant Memorial Hospital, Chicago 


1l 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 


Baltimore 5 


Term Expires 196! 

D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah 

Term Expires 

George T. Bell, Hogpital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa. 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia 4, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Term Expires 1963 

Donald W. Cordes, Iowa Methodist Hospital, Des Moines 
14, Iowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau. Diocese of Cleveland, Cleveland 14 

William 8. McNary, Michigan Hospital Service, Detroit 
26 


Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md. 

J. Milo Anderson, Presbyterian sete " Center, San 
Francisco 15 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A. Clark, M.D., Massachusetts General Hospital, 
Boston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital 15. Conn. 

Mrs. Harry Milton, Jewish Hospital of Saint 
Auxiliary, St. Louis 10 


Council on Administrative Practice 
ee George E. Cartmill, Harper Hospital, De- 
troit 1 


Term Expires 196! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4. Tenn. 

William ee Long Island College Hospital, Brook- 
lyn 


Term Expires 1962 , 
George W. Graham, M.D., Ellis Hospital, Schenectady 
Y 


8, N.Y. 
Victor F. Ludewig, George Washington University Hos- 


pital, Washington 7 
Russell H. Miller, University of Kansas Medical Cen- 


ter, Kansas City 12, Kans. 
Term Expires 1963 


Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, New York 32 

John M. Danielson, Evanston Hospital, Evanston, Il. 

Jack A. L. Hahn (vice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A. Dare, Virginia Mason Hospital, 
Seattle 1 


Term Expires 196! 


Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), Mount Marty 
College, Yankton, 

Rev. Granger Westberg. University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

Arkansas Baptist Hospital, Little 
Rock, 


Richard eA Kadlec Methodist Hospital, Richland, 
Wash. 


Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn. 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn. 

Stanley W. Martin, Ontario Hospital Association, Toron- 
to 7, Ont. 


Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Presbyterian Medical 
Center, San Francisco 15 

Term Expires 1961 

N. D. Helland, Group Hospital Service, Tulsa 1, Okla. 

Fredric P. G. Lattner, Hospital Service, Inc. of Iowa, 


Des Moines 7, Iowa 
John H. Zenger. Utah Valley Hospital, Provo. Utah 


Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fila. 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 


Robert T. Evans, Hospital Service Corporation, Chicago . 
90 


John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 15 
Ray K. Swanson. Swedish Hospital, Minneapolis 4 


+ Maurice J. Norby, 840 North Lake Shore 


Secretary 
Drive, Chicago 11 


Council on Government Relations 

Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 196! 


Rev. Stephen K. wees Our Lady of Fatima Hos- 
pital, Providence 4, 


Kenneth J. Holmquist, Hospital, St. Paul 3 
Hitchcock 


William L. Wilson (vice chairman), Mary 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 : 

W. P. Earngey Jr.. Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospitals, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
Iowa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C. 


: Kenneth Williamson, Washington Service 


Secretary 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, <p Hospital of 
Saint Louis Auxiliary, St. Louis 
Term Expires 196! 


Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17, 
Mrs. Leonard A. Lang, W omen’ s Auxiliary, Cambridge 


State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxillary, Rockford, Ill. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, Inc., New Rochelle, N.Y. 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss. 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 


iliary, Salt Lake City 3, Utah 
Mrs. Vivien Ross, Royal Victoria Hospital, Montreal 


2, Que. 
Richard O. West, Norwalk Hospital, Norwalk, Conn. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 196! 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Hospital for Cancer 
and Allied Diseases, The James Ewing Hospital, New 
York 21 

David B. Wilson, M.D. oo chairman), University 
Hospital, Jackson 5, 


Term Expires 1962 
Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Department of Medicine and 
Surgery, Veterans Administration, Washington 25 
Henry N. Pratt, M.D., Society of the New York Hos- 

pital, New York 21 


Term Expires 1963 

Paul R. Hanson, Emanuel Hospital, Portland 17, Ore. 

David Littaver, M.D., Jewish Hospital of Saint Louis, 
St. Louis 10 

Col. James T. McGibony, MC, Office of the Surgeon 
General, Department of the Army, Washington 25 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 


Term Expires 196! 


Elbert DeCoursey, M.D., Sc.D., Southwest Foundation 
for Research and Education, San Antonio 7, Tex. 
Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 


phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

Charlies D. Flagle, Johns Hopkins Hospital, Baltimore 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Term Expires 1963 


Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, 8.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 


to correct levels of heat and moisture in an autoclave. 


Any other heat and/or. moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 

.. sticks at a touch to paper, cloth, glass, metal... 


leaves no residue. “SCOTCH” Autoclave Tape is faster 


to use than pins, string, cotton plugs, and may be 


easily marked with pen, pencil or typewriter. 
New! For gas sterilizers! 


_ Now, secure sealing and positive identification of gas 


“SCOTCH: BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M Co. 


ee DAINING AND MANUFACTURING COMPANY 
.. WHERE RESEARCH IS THE KEY TO TOMORROW 
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sterilized bundles are made possible with new 
“SCOTCH” Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


©3M Co., 1961 
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SAFE FOR TODAY'S MEDICATIONS. ..AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there i is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. : ipo 


'B-D) BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY a B-D : product 


B-D HYPAK, AND DISCARDIT ARE“TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 
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He authors 


Alton Ochsner Sr., M.D., states in 
his article beginning on p. 28 that 
kindness and 
courtesy to rela- 
tives of patients 
pays dividends 
in public rela- 
tions as well as 
patient welfare, 
and he tells how 
one- hospital 
makes the rela- 
tives welcome 
and comforta- 
ble. Dr. Ochsner 
is founding partner and head of 
the department of surgery of the 
Ochsner Foundation Hospital, New 
Orleans. 

Dr. Ochsner did his medical in- 
ternship and assistant residency 
at Barnes Hospital, St. Louis, and 
his surgical residency at Augustana 
Hospital, Chicago. After spending 
two years in Europe on exchange 
surgical assignments at the Uni- 
versity of Zurich, Switzerland, and 
the University of Frankfurt, Ger- 
many, Dr. Ochsner began his dis- 
tinguished career in Chicago. 


DR. OCHSNER 


In 1925, whén he began his prac- 


tice, Dr. Ochsner was also instruc- 
tor in surgery and surgical pathol- 
ogy at Northwestern University 
and visiting surgeon at St. Mary 
of Nazareth Hospital and Columbus 
Hospital in Chicago. 

Dr. Ochsner has been on the 
staffs of many hospitals and several 
universities, including the Univer- 
sity of Wisconsin Medical School 
and the School of Medicine, Tulane 
University, where he is presently 
professor of clinical surgery. Dr. 
Ochsner’s present professional ap- 


- pointments include affiliations with 


Touro Infirmary, New Orleans 
(consultant) ; the Veterans Admin- 
istration Hospital, New Orleans 


(consultant in thoracic surgery) ; 


and the Walter Reed Army Hospi- 
tal, Washington, D.C. (consulting 
surgeon). He is a member of the 
American Advisory Board of the 
American Hospital, Paris, France, 
as well as an honorary member of 
the American British Cowdry Hos- 
pital, Mexico City. 

An officer or past officer in nu- 
merous medical and surgical or- 


APRIL. I, 1961, VOL. 35 


_tion Center, 


ganizations both national and in- 
ternational, Dr. Ochsner is cur- 
rently president of the Pan-Pacific 
Surgical Association. 

Dr. Ochsner holds memberships 
and honorary memberships in 
medical societies the world over, 
including the International Soci- 


ety of Surgery, Americal College 
of Surgeons, American College of 


Chest. Physicians, Louisiana State 
Medical Society, American Medi- 
cal Writers Association, Chicago 
Surgical Society, Academia Mexi- 
cana de Cirugia, Academia Na- 
cional de Medicina de Buenos Aires 
(Argentina) and the South Honshu 
Society (Japan). He has also re- 
ceived numerous honorary degrees 
from. national and international 
organizations and universities. 

Dr. Ochsner is the author of sev- 
eral books and a contributor to 
many more. He has published more 
than 400 articles in current medi- 
cal journals. He is co-editor of 
Surgery and editor of International 
Surgical Digest. 


Austin J. Evans, the administrator 
of the Hadley Memorial Hospital 
and Rehabilita- 


Hays, Kans., be- 
lieves it is time 
to put the ad- 
ministrator’s 
office where 
it belongs— 
wherever the 
medical staff 
congregates— 
and gives his 
reasons in his 
article beginning on p. 35. 

Mr. Evans, who has been at his 


MR. EVANS. 


present position since 1954, re-. 


ceived his master’s degree in hos- 
pital administration from Yale 
University and did his administra- 
tive residency at the State Univer- 
sity of Iowa Hospitals. 

Mr. Evans is past president of 
the Kansas Hospital Association, 
secretary-treasurer, Mid-West 
Hospital Association and vice pres- 
ident of Kansas Blue Cross. 


Lester M. Bornstein, assistant direc- 
tor of Newark (N.J:) Beth Israel 
Hospital and J. A. Rosenkrantz, M.D., 


executive director of the hospital, 
discuss an easily administered, 
quickly applied wage and salary 
program designed to fit the needs 
of the hospital (p. 32). A gradu- 
ate of Yale University School of 
Public Health, Mr. Bornstein served 
his administrative residency at 
Charles S. Wilson Memorial Hos- 
pital, Johnson City, N.Y. Prior to 
his present. appointment he was 
assistant diréctor at Barnert Me- 
morial Hospital, Paterson, N.J. 


MR. BORNSTEIN DR. ROSENKRANTZ 


During the Korean conflict, Mr. 
Bornstein helped establish a new 
station hospital in Japan and was 
in an administrative capacity at this 
hospital for three years. He is a 
personal member of the American 
Hospital Association and a mem- 
ber of the American College of 
Hospital Administrators. 


J. A. Rosenkrantz, M.D., was ap- 
pointed executive director of the 
Newark Beth Israel Hospital in 
1959. He assumed this position 
after serving as administrator of 
the Southern Division of the Al- 
bert Einstein Medical Center, Phil- 
adelphia, for three years. 

During World War II, Dr. Ros- 
enkrantz served as executive offi- 
cer and chief of medical services 
in the U.S. Army Medical Corps. 
From 1946 to 1956, he was assist- 
ant director and director of profes- 
sional services in the Veterans 
Administration. 

Dr. Rosenkrantz is a Fellow of 
the American College of Physi- 
cians, a Member of the American 
College of Hospital Administrators 
and a member of the New Jersey 
Hospital Association and the Hos- 
pital Association of Pennsylvania. 
He is also a member of the Ameri- 
can Public Health Association. 
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COMMUNITY 


PARTNERSHIP 
HOSPITAL 


WITH THE NATIONAL HOSPITAL WEEK POSTER 


| NATIONAL 
HOSPITAL 
WEEK 
MAY 7-13 
4 
vag, J AL 


ay 


This 1961 National Hospital Week 
poster, reproduced on the kit folder 
in full color, will announce the Week 
and its theme to your community. 
Printed on heavy. poster paper, it 
measures 22 x 28 inches. Display 
| 


visitor areas in your hospital 


windows of local businesses and 
allied health organizations 


schools, civic buildings, clubs, and 
theatres 


PRICES: 1-9, 50¢ ea; 10-49, 45¢ 
ea; 50-99, 40¢ ea. 100 and over 
35¢ ea. 


National Hospital Week posters. 


Please send me 


Name of hospital or auxiliary_. 


Street 
City Zone_____ State 
Your name Position | 
| 
Please bill 


-_ 


Order for 
NATIONAL HOSPITAL WEEK POSTER 


Mail Ferm te: 


AMERICAN HOSPITAL ASSOCIATION 
840 North Lake Shore Drive | | 


Chicago 11, Illinois 


= 
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Here are five reasons why: 


- Provera is the only commercially- available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 
animals, 

- It is four times as potent (by castrate 
assay) as any other progestational agent. 

- No significant side effects have been encountered. 

¢ It is available for both oral and parenteral 
administration 

* Provera gives the economy of effective action 
from small doses. 


Brief Basic Information 


ions: Clinically, Provera is well tolerated. No significant un- 
Animal studies show that 


@ Oral Provera* §Depo-Provera** 
Description Upjohn brand of medroxy- Aqueous suspension, - 
progesterone acetate. 50 mg. Provera per 
cc., for intramuscu- 
lar injection only. 
indications Threatened and habitual Threatened and ha- 
abortion, infertility, dys- bitual on en- 
menorrhea, secondary dometrios 
amenorrhea, premen- 
 strual tension, functional 
uterine bleeding. 
Dosage 10 to 30 mg. daily until 50 mg. |. M. daily 
Threatened acute symptoms subside. while symptoms are — 
mg. weekly 
objective: through ist trimes- 
ter, or until fetal 
viability is evident. 
Habitual 
abortion 
1st trim. 10 mg. daily. 50 mg. 1.M. weekly. 
2nd trim. | 20 mg. daily. te mg. 1.M. q. 2 
. 3rd trim. 40 mg. daily, through ge Phen 2 
8th month. t rough 
month. 
4 Supplied: 2.5 mg. scored, pink tab- Sterile aqueous sus- 
1 ' lets, bottles of 25; 10 pension for intra- 
q li ti we. muscular use 
ets, es 0 a mg. per cc., in 
| comp 1Ca ion: 100. 1 cc. and 5 cc. vials.f 


Precaut 
toward effects have been reported. 
Provera possesses adrenocorticoid-like activity. While such adreno- 
} corticoid action has not been observed in human subjects, patients 
: receiving large doses of Provera continuously for prolonged periods 
‘ should be observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 
Provera, administered alone or in combination with estrogens, 
should not be employed in patients with abnormal uterine rene 
until a definite diagnosis has been established and the possibility 
_ of ccnital malignancy has been eliminated. 


threatened 
abortion 


indicated: 


Provera 


+Each cc. of Depo-Provera contains: Medroxyprogesterone acetate, 
50 mg.; Polyethylene glycol. 4000, 28.8 mg.; Polysorbate 80, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg.; 7. 
Propyiparaben, 0.19 mg.; Water for injection, q.s. , 


The Upjohn Company, Kalamazoo, Michigan 


TRADEMARK 


TRADEMARK. REG, U.S. PAT. OFF. 
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israeli sculptor and at Hard we 


have made an art of fashioning _ 
welded steel into clean-lined 
hospital furniture that lasts - 
a lifetime without special 
maintenance. 

if you are interested in this 
kind of functional beauty, 
convenience and long range 
economy, ask your supply 
dealer to show you his Hard 
samples, or write 
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> EIGHTY PATIENTS EVACUATED IN CHI- 
CAGO HOSPITAL FIRE—Eighty patients 
were evacuated within 15 minutes 
when a fire broke out in the four- 
story Psychosomatic and Psychi- 
atric Institute at Michael Reese 
Hospital, Chicago, Sunday, March 
19. 

The evacuation was ordered 
when dense smoke from a fire— 


believed to have started in a linen 


chute adjacent to a basement linen 
storage room—was carried through 
the building. More than 70 doctors, 
interns and nurses responded to 
the alarm and helped to lead pa- 
tients to safety. Only one patient 
suffered smoke inhalation and was 
treated in the emergency room. 
The patients were moved to 
Kaplan Pavilion, also a part of 
Michael Reese Hospital, where 


the hospital’s dietary department 


served Sunday dinner and coffee. 
The hospital credited quick action 
on the part of the dietary depart- 
ment, along with the fact that pa- 
tients were under the constant care 
of their own psychiatric medical 
and nursing staff, with keeping 
patients calm and morale high. 
There was no damage to patient 
quarters and the evacuees were 
returned to their rooms by way 
of an underground tunnel in less 
than two hours. 


> PENNSYLVANIA BLUE SHIELD GRANTED 
21.3 PER CENT INCREASE—The Insur- 
ance Commissioner of the Com- 
monwealth of Pennsylvania ren- 
dered adjudications in February 
which granted the Medical Service 
Association of Pennsylvania (Blue 
Shield) an over-all rate increase 
of 21.3 per cent (the Plan requested 
26.1 per cent). 

The commissioner granted a re- 
quest for a reduction in the wait- 
ing period for obstetrical delivery 
service from 12 to 9. months, but 
refused approval of a “senior citi- 
zen agreement” asked by the Plan. 

Blue Shield submitted its re- 
quests June 29, 1960. The commis- 
sioner’s decisions were based, in 
part, on testimony given at public 
hearings held in July. In explain- 
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digest of NEWS 


‘ing his reasons for denying the 


senior citizen program, the insur- 
ance commissioner questioned the 
amount of consideration that had 
been given to the special needs of 
older persons with respect to in- 
come, benefits and rates. In his 
general comments, he stressed Blue 
Shield’s obligation to manage its 
affairs as a public-purpose, non- 
profit enterprise, and said that it 
was his impression that the organ- 
ization was more responsive to the 
views of the State Medical Society 
than to those of any other group. 
(Details p. 84) : 


> RATE INCREASE GRANTED TO NEW JER- 
SEY BLUE SHIELD—Banking and In- 
surance Commissioner Charles. R. 


~ Howell on March 9 granted a rate 


increase averaging 15.7 per cent to 
the Medical-Surgical Plan of New 
Jersey (Blue Shield). 

The Plan requested an increase 
averaging 23.5 per cent on January 
31 “‘to meet its financial obligations 
and to restore reserves to a safe 
minimum.” 

The commissioner said he dis- 
approved the full 23.5 per cent 
increase because there was “no 
real need” to make provisions in 
the rates for the substantial in- 
creases in surplus and reserves 
which the plan sought. He said the 
proposed rate boost was excessive 
because of certain factors and as- 
sumptions used by the Plan. 

Trustees of Blue Shield are 
studying the state’s authorization, 
which must be accepted by April 
1 if it is to be effective May 1 
when 40 per cent of the Plan’s con- 
tracts expire. 


) NATIONAL LEAGUE FOR NURSING OPENS 
WESTERN OFFICE—On March 15 the 
National League for Nursing, New 
York, announced the opening of a 
San Francisco office to stimulate 
improvement of nursing education 
and nursing service in the West. 

Mrs. Irene B. Miller, former di- 
rector of the League’s nurse re- 
cruitment program, will be direc- 
tor of the new office. Mrs. Miller 


has also been the League’s nurse 
recruitment field consultant in the 
region, and before joining the NLN 
was director of the New York 
branch of the American Associa- 
tion for the United Nations. Ann 
Kent, of the New York staff, will 
join Mrs. Miller as administrative 
secretary of the branch office. 


» ACCIDENT PREVENTION THEME OF 
WORLD HEALTH DAY—World Health 
Day—this year marking the 15th 
anniversary of the establishment 
of the World Health Organization 
(WHO)—will be observed April 
7. “Accidents Need Not Happen” 
is the theme chosen for 1961. 
According to the National Citi- 
zens Committee for the World 
Health Organization, Inc., the ob- 
ject of World Health Day this year 
is to “awaken governments and 
their peoples to the growing num- 
ber and seriousness of accidents 
everywhere, the inadequacy. of 
present prevention measures and 
the need for quick action to fight 
this scourge of our times.” 7 
WHO national committees, Unit- 
ed Nations associations, accident 
prevention ‘societies and national 
and local health organizations are 
cooperating in the observance of 
World Health Day. The American 
Hospital Association is among the 
sponsoring organizations. 


* PRESIDENT OUTLINES PROPOSALS FOR 
EXPANDING HOUSING FOR ELDERLY PRO- 
GRAMS—In a recent message to 
Congress, President Kennedy out- 
lined two specific courses of action 
to expand housing for elderly pro- 
grams. 

The first proposes an increase 
from the present $50 million to 
$100 million in the direct loan 
authorization to nonprofit organ- 
izations for rental housing to senior 
citizens. Although the current au- 
thorization is $50 million, only $20 
million was appropriated by Con- 
gress last year. 3 

The second action outlined by 


_ the President deals with low-rent 
' public housing. He said he would 
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direct the administrator of the. 
Housing and Home Finance Agency 
to “earmark 50,000 units of low- 
rent public housing specifically for 
low-income elderly persons and 
families.” In addition, because of 
the special equipment, facilities 
and smaller unit size required in 
such housing, he will propose to 
Congress “amendments to the pub- 
lic housing law increasing by $500 
per room the cost limitation on 
housing for the elderly.” In addi- 
tion, the President proposed pay- 


ment of an additional subsidy of 
up to $10 per month for each 
housing unit occupied “because 
many of the elderly have such 
exceedingly low incomes.” 


> HLINOIS HOSPITALS OFFERED GROUP 
LIABILITY INSURANCE PROGRAM—A new 
group liability insurance program 
was made available to Illinois hos- 
pitals in January. Sponsored by 
the Illinois Hospital Association 
(IHA) and the Chicago Hospital 
Council, the program comprises 


operating 

electrical systems 

Scan 
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 explosion-proot 


PARA 2438. 


New Crouse-Hinds Explosion-Proof Receptacles 
and Plug for Hospital Anesthesia Rooms 


UL approved for ClassI Group C & D locations. 
Designed in strict accordance with NFPA No. 56 


For new installations, or for low-cost replacement 
of existing non-explosion-proof receptacles. 
The new EHR receptacle satisfies the need for a 


previously unavailable piece of equipment. 


Now, in accordance with NFPA Bulletin 56, Crouse-Hinds pre- 
sents two new flush-mounted, explosion-proof receptacles. Spark- 
proof and equipped with a washable, vapor-tight plug, they com- 
bine the hospital feature of asepsis with the extra protection of a 
grounded, keyed and flame-tight electrical operating receptacle 
for use with existing Hubbell type connectors. 

The EHP plug is specially keyed so that it is the only plug that 
will actuate the EHR receptacle. But the EHP plug can also be 
used in standard non-explosion-proof Hubbell type receptacles. Its 
3-wire construction offers the further safety of equipment ground- 
ing. All plug air spaces are filled with high-strength, non-conducting 
Epoxy resin, preventing accumulation of gases or liquids. A pres- 
sure-expanded rubber grommet forms a vaportight, water-proof seal 
at the cord entrance, allowing plug washing without dismantling 
and rewiring. See your Crouse-Hinds distributor or contact any 


be Crouse-Hinds office for complete details on this important addition 
to explosion-proof hospital equipment. 


(1) workmen's compensation and 
employer’s liability, (2) compre-_ 
hensive general liability, (3) hospi- | 


_ tal professional (malpractice) lia- 


bility, and (4) organized safety 
programs to aid in accident pre- 
vention and promote standards of 
safety. (Details p. 84) 


> REPORT FROM WASHINGTON—Propri- 
etary as well as nonprofit hospitals 
were specifically excluded from the 
Administration’s minimum wage 
bill when it went to the floor of the 
House. A provision covering hos- 
pital employees in proprietary in- 
stitutions with an annual gross 
volume of $1 million or more 
was taken out of the bill on which 
the House Committee agreed (H.R. 
3935). | 

Senate consideration of the Ken- 
nedy minimum wage bill was also 
under way. 

@ The federal loan program 
for housing facilities for student 
nurses, medical interns and resi- 
dents, now carrying a ceiling of 
$100 million, would be increased 
by $25 million annually for the 
next five years under a new bill 
before Congress. Sen. John Spark- 
man (D-Ala.) introduced S.1245 
on March 7—just two days before 
President Kennedy reported that 
steps had been taken by the Ad- 
ministration to release additional 
funds for programs in this area. 

@ Surgeon General Luther L. 
Terry has announced that the Ad- 
ministration is delaying legislative 
proposals for nurse training and 
education until next year. On the 
basis of the findings of a study 
committee now being set up, spe- 
cific recommendations will be made 
to*the next session of Congress. In 
the meantime, both Sen. Lister Hill 
(D-Ala.) and Rep. Kenneth Rob- 
erts (D-Ala.) have bills before 
Congress for strengthening pro- 
fessional nurse education (S.645 
and H.R.2445). 

@ President Kennedy’s proposed 
revisions in the 1962 fiscal year 
budget submitted by former Presi- 
dent Eisenhower are being made 
in separate communications to Con- 
gress. In the health field, the Presi- 
dent has asked an additional $131 
million for the Department of 
Health, Education, and Welfare. 
The request includes $35 million 
for hospital construction grants. 
(Details p. 83) | 
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i ‘Asthma room’ 
in Canadian 
hospital shortens 
hospital stay 


Asthmatic patients find welcome 
in the “asthma room”, a semipri- 
vate room for two patients in the. 


TWO PATIENTS (seated) pose in the “‘asthma room” of the Regina Grey Nuns’ Hospital with 
members of the hospital's medical and nursing staff. 


Regina Grey Nuns’ Hospital, Regi- 


na, Saskatchewan, Canada. 

This room was installed in May 
1960, and average duration of hos- 
pital stay for asthmatic patients 
has declined on an average of 17.5 
days in 1959 to 13.0 days in 1960. 

Removal of all possible sources 
of allergic symptoms is accom- 
plished by the use of such furnish- 


ings and equipment as nonaller- 


genic bedding and curtains, air 
conditioning and an electro-static 
method for removing dust and 
pollen particles in the air. Rules 
include keeping the door closed 
at all times; a ban on smoking, 
cosmetics except lipstick, and on 
fruits or flowers. Only one visitor 
is permitted at a time. By elimin- 
ating the major sources of allergic 
symptoms, diagnosis is facilitated, 
and the patient responds better to 
treatment. 

One disadvantage is reported— 
that loneliness may result from the 
restriction of activity and of visi- 
tors. Occupational therapy and 
television may be used in the fu- 
ture to overcome this difficulty. ® 


Technician designs aid 

for pediatric x-rays 

Jalmer Pigg Sr., chief x-ray 
technician, LeBonheur Children’s 
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Hospital, Memphis, Tenn., has de- 
vised equipment for holding in- 
fants and children up to three and 
a half years of age firmly in -posi- 
tion for x-rays of the chest, spine, 
abdomen and skull. 

The holder consists of a chrome- 
plated table on which is an adjust- 
able seat with holes for legs. The 
child is held firmly by two form- 
fitting supports made of clear plas- 
tic fastened in position by a leath- 
er strap. An adjustable lead shield 
drastically reduces radiation ex- 
posure to the patient. 

One of the chief advantages of 
this device, according to Mr. Pigg, 
is the time saved. Only approxi- 
mately 55 seconds are needed to 
place the child in the holder, make 
two views and release the child, 
as compared to 10 to 15 minutes by 
the conventional method. Mr. Pigg 
estimates that since January 1960 
when the device was first used, 
repeat x-rays have been reduced 
about 15 per cent. At $4 per chest 
x-ray this means a saving of $600 
per 1000 patients. Since smaller 


THE DOLL model in the picture above shows 
how infants and small children are held 
firmly in position for x-rays. The adjustable 
lead shield shown in back of the model 
drastically reduces exposure to radiation. 
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film can be used, cost of film is 
less. 


Inservice training program | 
for ministers 


A five-day program for ministers 
designed to improve their ministry 
to the sick and bereaved was re- 
cently offered at the Deaconess 
Hospital, Spokane, Wash. 

This program, the first of its kind 
in the Northwest, was planned by 
two Methodist ministers and Harry 
C. Wheeler, administrator, Dea- 


FIRST 
STEP 


IN 
POSITIVE 
IDENTIFICATION 


Footprinting at birth is recommended by the F.B.I. and the American 
Hospital Association as a permanent means of identification — throughout 
oe But both organizations underline the fact that a smudged print is 
useless. 

With the “dry-plate” FootPrinter by Hollister anyone can get a sharp, 
identifiable print every time. What's more, there is no inking, no rolling, 
no mess... and protection against cross infection, thanks to a bactericidal 
additive in the plate. Once you've -_ 


tried the Hollister FootPrinter, 
a nter 


there’s no other way. Write for 
free booklet and information on 
ten-day trial offer. 


“dry-plate” 


FOOTPRINTER 
by 


INCORPORATED 


833 North Orleans Street, Chicago 10, Illinois 
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MINISTERS in emergency department of Deaconess Hospital, Spokane, Wash., during five-day 
orientation program on the hospitalization techniques involved in a patient's illness. 


coness Hospital. The training pe- 
riod included observation of pa- 
tient care and seminars on surgical, 
medical, emergency, psychiatric 
and other services, as well as on 
the spiritual and emotional life of 
the patients. Instruction was pro- 
vided by professors from nearby 
colleges; by general physicians and 
specialists from the hospital’s med- 
ical staff; by representatives from 
the city and county health depart- 
ments, nursing homes, the faculty 
of the school and nursing service 
at Deaconess Hospital, and by the 
chaplains of the hospital. 

On the last day of the program, 
the ministers met with the hospi- 
tal administrator and the planning 
committee for a final review of 
objectives achieved. Administrator 
Wheeler reports that the program 
probably will be expanded next 
year to include more ministers, 
both Methodist and those of other 
faiths, with such improvements as 
were suggested by the final evalu- 
ation. 


Detroit hospital auxiliary 
offers guest memberships 


Wives of the interns and new 
residents of Harper Hospital, De- 
troit, are offered guest memberships 
for one year in the hospital auxil- 
iary, reports Mrs. Richard C. Con- 


~ ley, president of the auxiliary. 


In July, the auxiliary invites the 
wives of new interns and residents 
to a tea at which time they are 
offered the guest memberships. 
These memberships entitle them 
to attend regular meetings of the 
auxiliary. According to Mrs. Con- 
ley, this project has proved worth- 
while as a means of interesting 
these guest members in volunteer 


work and in regular membership 


in the auxiliary. . 
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Ever wonder what happens to gift parcels of western “brand” drugs sent to families behind the | 
lron Curtain? Well, as reported from one of the satellite countries, if the recipient wishes to use it, 
he can. If not, the government buys the drugs . .. supposedly as a gesture of good will to the family. 
@ But actually, the western brands are bought and resold through stores to government leaders 
and others who can afford the price. They are sold even though the government manufactures a 
generic product of each type for free distribution. ™ Strange? Or not so strange. When it comes to 

a matter of life, health and disability, trust becomes a critical factor to anyone, anywhere — trust : 
in the knowledge of the physician... trust in a known drug. And apparently even in the “land of 
generics” more trust is placed in the brand name system of a free economy. They acknowledge 
what we hold to be fundamental: In order to exist, the brand name manufacturer must do his job 
better...select raw materials with greater care...exercise greater control in compounding and 
testing...meet more than average or acceptable specifications...know more about possible pit- 
falls of production through original research. @ These are the factors built into a reputable brand 
name... ultimately the only assurance to physician and patient of maximum drug performance. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York > 
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Worlds only 


floor machine with 


THE TORNADO 280 
SERIES FLOOR 
MACHINE introduces a 
major breakthrough in 
stamina, efficiency and 
ease of use. Scrubbing floors 
or rugs, stripping, waxing 
and polishing are a new 
experience. 

Available in 15, 17, 19 and 
22 inch brush spreads . . . 
with a host of new safety 
and convenience 

features, too! 


¢ eucentric. ACTION. 
‘smoother, more efficient job with no 
ek results from centering all weight over the machines _ 
exact center of gravity... directly transferring 
~downa “straight-line design'’ of motor, 
the brush to the work surface. The 
-self-controls its own action, eliminates bucking and_ 
whipping. More power is delivered evenly to the 
~ working face. The machine will operate on the tough- 
est 24 a over- 
See it demons ated! ic | 2stiob! New, FREE 


brochure 
BREUER ELECTRIC MFG. CO. 
5112 No. Ravenswood Ave. 
Chicago, Illinois 


Z trssyjpi pis: ALA Send your new brochure on the Tornado 280 Series Floor Machines. 


Name 


TORNADO 130 TORNADO VACUUMS 
Big machine opertorms 79 cost cutts Company 
— and ' jobs. Big power 
compact size pick-up. Also smal! Address 
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ARCHITECT 
| and Associates, 
7 Inc. 
LLOYD A KARLSRUD 


February 11, 1961 


Mr. Howard W. Harper 
a De Gelleke Company, Inc. 
“a North 126th Street The Burgess-Manning Installetion 
7 totourield, Wisconsin Re: at the new Morse Annex, Beloit 


Dear Mr. Harper: 
truction demands that 
4 judgment be exercised in the selection 
great deal of care a after careful deliberation 


or installation thro 
: iling was selected f 
at the Beloit Municipal Ho 


and 
| The new building included 45 Petients' Rooms. — = 
Recovery Areas, Hydro-Therapy, rapy, comp 
4 Laboratory and complete Radi ology Dep e 
icular 
lation relative to this part 
each of the following procedures 


1, par- 

1. We found the materiel simple we Gonz other mechanical 
with respe 

as recessed lighting, etc. 

4 provided additional floor a and 

hospitel furniture arrangement. 


building has 


The radiant ceil 
also flexibility 


ty 
4 i pra tioning, and last but not least, the 


is negligible. 
our 
The above installation has been in operation throughs 
: heating and air conditioning seasons in fact, we are spec 4 
the statements made ioe SaaS and even more complex project. 


Sincerely yours, 
AMES & ASSOC 


INC. 


~ 
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heating or 
te uniformity whether it be maintenance 


Burgess-Manning Ceiling Area— |] 2,720 sq. ft. 
Architect—Carl Lloyd Ames & Associates, Inc. 
Engineer—tofte & Frederickson 

Ceiling Contractor—DeGelleke Co., Inc. 


|i There is an absolute uniformity whether 
it be heating or air conditioning, and last 
but not least, the maintenance is negligible. 


— Carl Lloyd Ames, Architect 
Carl Lloyd Ames & Associates, Inc. 


The ‘in-use’ performance benefits of the Burgess- 
Manning Radiant Heating, Cooling and Acoustic 
Ceiling for hospitals and institutions are convinc- 
ingly demonstrated by this letter from Carl Lloyd 
Ames & Associates, Inc.... who, because of 
their four years proven experience with the 
Burgess-Manning Radiant Ceiling ‘‘are specifying 
the material on another larger and even more 
complex project.”’ | 

The Burgess-Manning Radiant Ceiling installa- 
tion at the Beloit Municipal Hospital is but an- 
other in the scores of hospital installations* . . ; 
where maximum human comfort—a primary 
consideration—is completely achieved through 
the Burgess-Manning Radiant Ceiling. , 

In fact, no other ceiling installation provides 
heating, cooling and sound absorption with 
equal advantages of structural simplicity ... 
minimum maintenance requirements... . me- 
chanical and decorative design flexibility ... and, 
operational efficiency. 

When you specify the Burgess-Manning Ra- 
diant Heating, Cooling and Acoustic Ceiling for 
new hospitals or hospital additions... your 
hospital is better . . . your budget no bigger. 

Today . . . write for complete literature, speci- 
fications, etc. Ask for Bulletin 138-31. 


* list on request 


Your letterhead request will bring you the 
Burgess-Monning “b.t.u.”... monthly pub- 
lication providing information, new trends 
and technical data on Rodiont Heating, 
Cooling and Acoustic Ceilings 


for hospitals, | 
schools and bvildings. a 


Architectural Products Diuision 


749 East Park Avenue Libertyville, 
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editorial notes 


—one approach to 
the liability problem 


MALPRACTICE problem,” as 
3 it is commonly called, has pre- 
sented hospitals with many com- 
plex issues. These issues cannot be 
resolved by hospital action alone, 


- but require the cooperative action 


of hospitals, public and private 


agencies and the community at 


large. However, hospitals cannot 
afford to delay action until the 
public is enlightened and other 
organizations are prepared to co- 
operate. Therefore, hospitals are 
taking such steps as seem neces- 
sary to protect their patients, their 
professional staffs and themselves. 


One possible solution to the mal- 


practice problem is the group pro- 
fessional liability insurance pro- 


gram. One state’s experience with - 


this solution is the subject of a 


two-part article appearing in this 


Journal (see “Better Patient Care 
through Group Professional Lia- 
bility: Part 1,” March 16, page 34; 
and Part 2, in this issue, page 37). 

The California program is of 


‘especial interest because it has 


proved quite successful after more 
than five years of operation. Au- 
thorities on the subject agree that 
no group professional liability in- 
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surance program can be regarded 
as successful with less than this 
much experience. 

- The trend toward loss of. im- 
munity through legislative and 
judicial action accentuates the sig- 
nificance of the malpractice prob- 
lem for hospitals (see “The De- 
parting Doctrine of Immunity,” 


page 81). Within the last few 


months, two states, Michigan and 
Wisconsin, have recognized the na- 
tional trend toward abrogation of 
hospital immunity, and have re- 
flected this recognition in the de- 
cisions of their supreme courts in 
cases affecting hospitals, _ 

Currently, a bill to remove hos- 
pital immunity in Rhode Island is 
before the state legislature. A sim- 
ilar bill was recently defeated in 
the Indiana state legislature, but 
informed opinion expects that fu- 
ture court decisions will limit or 
entirely remove hospital immunity 
in that state. 

What loss of immunity means 
to hospitals financially is starkly 
shown by figures recently released 
by the Ohio Hospital Association, 
which reports the rising average 
per bed cost of professional liability 
insurance during the last five 
years. In 1955, prior to loss of im- 
munity, the average annual cost 


of insurance per bed for Ohio hos- 
pitals was $8.58. In 1960, the aver- 
age cost per bed was $30.79—an 
increase of 259 per cent. 

This 259 per cent increase, how- 
ever, does not tell the cost in- 


‘crease story of the individual 


hospital because it is an average 
increase. One large hospital ex- 
perienced an increase of 774 per 
cent in its cost per bed. The aver- 
age cost increase for all larger 
hospitals was 425 per cent. 

Loss of immunity and mount- 
ing professional liability insurance 
costs are leading other states to 
try the group solution to the prcb- 
lem. Among them are New York, 
whose program is one year old and 
successful so far; Illinois, whose 
program began Jan. 1, 1961, and 
now has eight hospitals enrolled 
(see news story, page 84); South 
Dakota and Minnesota, and a num- 
ber of the less populous western 
states. 

These programs are meeting 
with varying degrees of success. 
The main objective is to stabilize 
rates for professional liability in- 
surance. Hospitals participating or 
planning to participate in such 
programs should not expect an im- 
mediate savings through cost re- 
duction; the saving will be a long- 
term matter, based on steadying of 
costs rather than their reduction. 

Hospitals should bear firmly in 
mind that the major point of 
group professional liability insur- 
ance programs is_ service, not 
short-term savings. Before enter- 
ing into such an arrangement with 
a commercial insurance company, 
hospitals in cooperation with the 
carrier should clearly spell out 
such matters as who will investi-. 
gate incidents, who will decide 
whether settlements will be made 
out of court or cases will be tried, 
who will determine levels of re- 
serves and other similar matters. 

The question of whether cases 
will be settled or fought in court 
is particularly important. Out-of- 
court settlements are quicker and 
less expensive, perhaps, but they 
may establish practices which in 
the long run will be far more 
costly to hospitals, especially in 
this period of time, which future 
historians may well characterize 
as the “era of lawsuits’. 
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KINDNESS and courtesy to relatives is as important as 

‘it is to the patients. At Ochsner Foundation Hospital, 
New Orleans, this begins at the front door of the hos- 
pital where a wheel chair is sent, if needed, for the 
patient and a porter for the bags. 


WARMTH and kindness during the admitting interview 
help to develop an attitude of confidence and peace of 
mind for both patient and family members. 
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N OTHING CAN be more time con- 
suming and exasperating to 
a physician than the questions and 
reactions of highly excitable, tem- 
peramental relatives of a critically 
ill patient. I have often heard col- 
leagues remark, “If it weren’t for 
the family, the practice of medi- 


cine would be a pleasure.” Al- 


though the physician may often 
feel this way, he must realize that 
the patient’s family is also ill in a 
sense and at times requires as 
much care as the patient (although 
not medicinal). Frequently, the 
patient is too ill to notice lack of 
courteous attention, but relatives 
strongly resent discourtesy and in- 
consideration by the physician and 
other medical personnel. Not only 
do relatives deserve every kind- 
ness and courtesy, but such treat- 
ment is also important for another 
reason. If the physician is incon- 
siderate of the patient’s family, 
these relatives, obviously, will be- 
come even more disturbed, and this 
will adversely affect the patient. 


Alton Ochsner Sr., M.D., is a founding 
partner and head of the department of 
surgery, Ochsner Clinic and Ochsner 
Foundation. Hospital, New Orleans. 

This article was adapted from a presen- 
tation given at the Eighth Congress of the 


Pan-Pacific Surgical Association, Sept. 27- 
Oct. 5, 


1960, in Honolulu, Hawaii. 


Kindness and courtesy to relatives of 
patients pays dividends not only from a 
public relations standpoint, the author 


states, but also in terms of the welfare 


of the patient, whose well being may 
be affected if resentment is expressed 
by relatives. This article suggests ways 
in which a hospital can express con- 
sideration and understanding to rela- 
tives of patients. 


Therefore, even if the physician’s 
sole interest. is in his patient, he 
must put the family at ease, be- 
cause only in this way can the pa- 
tient receive the greatest benefit. 
A distraught mother can greatly 


‘disturb her sick child. 


From the standpoint of public 
relations, nothing pays greater div- 
idends than friendliness and cour- 


tesy to the families of patients. 


This is particularly true in the 
practice of medicine, because satis- 
fied patients and grateful families 
represent one of the best ethical 
ways a physician has of advertis- 
ing. Although this applies princi- 
pally to the physician, it is equally 
applicable to the hospital person- 
nel, including the _ receptionists, 
nurses, maids and orderlies. Gen- 
erally, if the physicians set the ex- 
ample, the others will follow. 


BRENT HOUSE, the guest house on the grounds of Ochsner. Hospital, offers hotel accommoda- 
tions for the family that are pleasant and reasonably priced. The guest house has many of the 
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services expected in a hotel, including a flower (right, above) and barber shop (right, below). 
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A hospital has a real obligation 
toward the family aside from pro- 
viding good care to the patient. 
Provisions should be made for an 
area where the patient and his 
family can go for meditation. Sec- 
tarian hospitals usually have chap- 
els; nonsectarian institutions should 
also have a place for this purpose, 
although it need not be large. It 
is astounding how frequently such 
a facility is used when it is avail- 
able. The Ochsner Foundation Hos- 
pital has a small and simple room 
on the first floor (approx. 8’ x 10’) 
called the Chapel of Prayer. This 
room has a small altar and is fur- 
nished with benches along the 
wall. It also has appropriate re- 
ligious literature suitable for all 
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‘denominations. Volunteers keep 


flowers on the altar at all times. 


FAMILY ROOM 


Another extremely important 
part of our hospital, for example, 
is a room near the operating suite 
where the family can wait in com- 
fort while the patient undergoes 
surgery. The time required for 
anesthetization, preparation of the 


- patient and performance of an op- 


eration is much longer than most 


- physicians realize. It is cruel to 


have the uninitiated family wait in 
the patient’s room or roam about 
the hospital corridors, wondering 
what is happening and almost in- 
variably imagining the worst. In 
our institution, a nicely appointed 
room, the Family Lounge, is im- 
mediately adjacent to the operat- 
ing suite. A sympathetic hostess 
(a full-time hospital employee) 
presides, and the room is equipped 
with a cabinet kitchen where the 
hostess prepares coffee for the rel- 
atives and talks with those who 
need comforting. 

Every 20 minutes or so during 


the course of the operation, the 
surgeon keeps the family informed 
of the patient’s progress by having 
a nurse telephone the hostess, who 
then relays the information to 
the relatives. Upon completion of 


the operation, the surgeon goes 


immediately to the lounge to tell 
the family exactly what was found 
what was done and what the prob- 
able prognosis is. 

If the patient is not progressing 
well, which fortunately is infre- 
quent, one of the senior surgeons 


is briefed about the patient’s con- © 


dition, then is asked to go to the 
family lounge and discuss the sit- 
uation with the family. Thereaft- 
er, until the patient’s condition 
improves sufficiently or the opera- 
tion is completed, the surgeon re- 
turns frequently to the lounge to 
keep the family informed. 
Probably no activity of our in- 
stitution has paid such high divi- 
dends in public relations as the 
Family Lounge. Families frequent- 
ly return to the lounge, so that the 
patient can meet the hostess who 
was so kind and sympathetic to his 


relatives. Also, our administrative 
office receives many spontaneous 
expressions of appreciation after 
the patient’s discharge from the 
hospital. The following is a typi- 
cal example: 

“IT want to commend you and 
your staff for the courteous hospi- 
tality accorded Mrs. —— and me 
last Thursday when my brother, 
Mr. ——, underwent a laryngectomy 
at the Foundation Hospital. Mrs. —— 
and I were the only members of 
the immediate family during the 


five hours Mr. —— was in surgery 


and had it not been for the Family 
Lounge and the wonderful hostess, 
Mrs. Molitor, I know we would 
have aged 10 years! 

“T only wish more hospitals had 
similar accommodations for those 
who wait during such trying hours. 
Wondering, waiting, visualizing 
blood, scalpels, sutures and what- 
not have been reduced to a mini- 
mum by the consideration given. 
to relatives and friends of those in 
surgery. The cheerful atmosphere 
of the lounge, the ever ready cof- 
fee pot and the genuine concern of 


(LEFT) The Ochsner Foundation Hospital has a small simple nonsec- regular employee of the hospital, does all she can to make the family 


tarian chapel available to the patient and his family for meditation. 
(RIGHT) In the Family Lounge provided at the 


hospital, a hostess, a 


comfortable and secure, while the patient is in the operating room, 
by supplying hot coffee and reassurance. 
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Mrs. Molitor for the individuals 
waiting in the room are a credit to 
your hospital. 

“Mrs. ——~ and I hope you are 
never so crowded for space that 
the Family Lounge must go—and 
also that Mrs. Molitor lives to be 
100 and you keep her where she 


is!” 


RECOVERY ROOM 


Another obligation a hospital 


has to both the patient and the 
family is to provide a recovery 
room, maintained around the clock, 
where the patient can be taken 
upon completion of the operation 
to recover not only from effects of 
the anesthetic but from those of 
the operation as well. This indis- 
pensable facility should contain 
every resuscitative tool available 
and should be staffed by personnel 
especially trained and having no 
other duties aside from those in 
the recovery room. These nurses 
are some of the most valuable in 
the hospital, because the immedi- 
ate postoperative period, during 
which physicians usually are not 


present, is the most critical period 
of a patient’s recovery. Prempt 
recognition and correction of emer- 
gencies, such as an obstructed air- 
way, are life saving. No surgeon 
would consider calling the nurses’ 
registry for a nurse to serve as his 
surgical nurse during a compli- 
cated operation such as a pneumo- 
nectomy, because he and everyone 
else knows that one especially 
trained nurse who is familiar with 
his particular idiosyncrasies is an 
essential part of the operative team. 
Too frequently, however, that same 
surgeon will call the registry for 
a nurse to care for the pneumonec- 
tomized patient in the immediate 
postoperative period, even though 
the nurse may have had no expe- 
rience with such patients. From the 
standpoint of the safety of the pa- 
tient, it would be far better for 
the untrained nurse to help at the 
operation, because, although her 
lack of special training undoubt- 
edly would prolong the operation, 
at least the surgeon and his staff 
would be present to handle any 
unusual situation. In the immedi- 


DURING the course of the operation, the surgeon has a nurse relay infor- 
mation about the patient’s condition to the hostess in the lounge, who 
then tells the family. After the operation, the surgeon goes to the Family 


Leunge to report the outcome in person. 
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ate postoperative period, however, 
the nurse frequently is the only 
one in attendance, and her lack of 
special training that might be re- 
sponsible for her failure to recog- 
nize serious complications in time 
to correct them can result in the 
development of complications and 
may even cause the patient’s death. 
Moreover, the care of a patient in 
the immediate postoperative peri- 
od is greatly facilitated if anxious 
relatives are not in attendance. 
The Family Lounge service con- 
tinues while the surgical patient 
is in the recovery room, providing 
periodic direct information on the 
patient’s condition. We know that 
our recovery room has been re- 
sponsible for saving many lives, 
which would have been lost if the 
patients had been in their rooms 
during the early critical postoper- 
ative hours. 


HOTEL ACCOMMODATIONS 


Another important ‘‘for-rela- 
tives” facility in general hospital 
care is hotel accommodations near 
the hospital for the kin of out-of- 
town patients. These need not be 
elaborate, but must be cheerful and 
pleasant and the rates should be 
reasonable. A hotel can also serve 
as a convalescent area where out- 
of-town patients can be moved 
when they no longer require hos- 
pital care, but are not strong enough 
to travel to their homes. Because 
the patient is able to get away 
from the hospital atmosphere in 
this way, his convalescence is has- 
tened and the danger of his devel- 
oping “hospitalitis” is minimized. 
Also, his expenses are reduced be- 
cause the rates in a guest house 
are considerably less than those in 
a hospital. A hotel-like guest house 
on the Ochsner Foundation Hospi- 
tal grounds includes modern ac- 
commodations, an excellent res- 
taurant, flower, beauty and barber 
shops and other hotel services. 

Today’s hospital is entirely dif- 
ferent from that of a few years 
ago. No longer is its only obliga- 
tion adequate care for the patient. 
The modern institution of healing 
must be permeated with an atmos- 
phere of consideration, courtesy 
and kindness not only toward the 
patient but also toward his rela- 
tives. This philosophy is sound, 
because it is morally right and be- 
cause it can pay dividends. a 
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THIS 


AND SALARY PROGRAM 


EASY APPLY 


by LESTER M. BORNSTEIN and J. A. ROSENKRANTZ, M.D. 


N PRESENT-DAY hospital admin- 
istration, the adoption of a fair, 
comprehensive and workable wage 
and salary program is a necessity. 
Hospitals have been slow to adopt 
government and industrial ap- 
proaches to this problem. In part, 
this may be attributed to the fact 
that the task is time-consuming. 
Also, when the administrative staff 
is already overburdened, there is 
often a reluctance to employ spe- 
- Clal assistants for the sole purpose 
of formulating such a program. 
Assuming that this project could 
be delegated to available adminis- 
trative personnel, the cost of their 
accumulative man-hours must be 
considered in the total expense of 
setting up a program. 

Prescribed techniques require 
grading all positions according to 
their relative importance, utilizing 
standards established. Normally, 
each job is examined individually 
to ascertain what the job entails, 
how and why it is performed and 
what skills are required to do it. 
Job descriptions are then formu- 
lated to include data pertaining to 
the position, title, department, du- 
ties, responsibilities, work area and 
conditions, job characteristics and 
salary class. Monetary values are 
assigned by determining the edu- 
cation, experience and responsibil- 
ity required for the job, and they 
provide the basis for the scales of 
a wage and salary program. 

It is estimated that the cost of 
the lengthy process required to 


Lester M. Bornstein is assistant director 
of Newark Beth Israel Hospital, Newark, 
N.J.; J. A. Rosenkrantz, M.D., is executive 
director of the hospital. 
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A wage and salary program using an 
abbreviation of standardized methods 
and involving a minimum sacrifice of 
accuracy was designed to fill the par- 
ticular needs of one hospital, the au- 
thors state. This simplified approach 
reduced expenses and time normally 
involved in setting up such a program 
and resulted in an easily administered, 
quickly applied plan. 


establish a complete program by 
an outside agency ranges from $40 
to $100 per bed per job analyzed. 
Based on these figures, the average 
100-bed hospital would expend 
from $4000 to $5000. For hospi- 
tals in the 200-bed class, these fig- 
ures would double.* 

At Newark (N.J.) Beth Israel 
Hospital, it was believed that a 
simplified method was needed for 
formulating a wage and salary 
program in order to reduce cost 
and speed the final results. The us- 
ual techniques used needed to be 
altered. This paper describes a pro- 
cedure which modifies the normal 
approach to wage and salary for- 
mulation. Also, it may serve as a 


blueprint for hospitals considering 


the formulation of such a program. 
The program may be accomplished 
by existing staff members at mini- 
mum expense and within a reason- 
able period of time. 


The first step in undertaking any 
wage and salary program is ad- 
justing existing differences, which 
inevitably develop over a long pe- 

*Hospital Personnel Administrative News 


— by Frank D. Murphy, Vol. 


riod of time, in the hourly work- 
week between various categories 
of hospital personnel. The logical 


‘solution is to convert all person- 


nel to a 40-hour week. However, 
this approach is not always work- 
able, nor is it always in the best 
interest of the department and 
personnel. Resentment may be en- 
countered by increasing the work- 
week of certain categories of per- 
sonnel, such as clerk-typists and 
secretaries who are employed on a 
3742-hour workweek. Such an in- 
crease in work hours necessitates 
a comparable increase in salary, 
and the hospital would not benefit 
in proportion to the trauma this 
move would create. Decreasing 
the hours of personnel working 
more than 40 hours a week re- 
quires the employment and ac- 
companying expense of additional 
help to cover these hours. 

These factors influenced our de- 
cision to postpone standardizing 


-the workweek for all employees 


for the present. To counterbalance 
the stabilization of the workweek, 
the biweekly wages of all employ- 
ees, exclusive of graduate and 
practical nurses, were calculated 
on an hourly rate. 

At this point, the prescribed 
procedure provides for the record- 
ing of job descriptions through a 
detailed job analysis. This is the 
phase of the program which in- 
volves the greatest expenditure of 
time and money. It was here that 
Newark Beth Israel Hospital al- 
tered the standard approach. 

All positions were grouped ac- 
cording to skills, responsibility 


» and educational requirements. This 
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| 
ADJUSTING DIFFERENCES 


involved a simple informal review 
of all positions in relation to other 
positions, as well as a personal 


evaluation to determine group 


placement. Admittedly, the injec- 
tion of a personal rather than a 


scientific viewpoint is subject to 
a certain degree of inaccuracy. This © 


small margin of error seemed jus- 
tified in relation to the benefits 
gained by implementing an opera- 


tional wage scale with as little 


delay and expense as possible. It 
was found that for a 500-bed hos- 
pital, 16 separate scales adequately 
covered the categories that were 


developed. Following is a sample > 


list of jobs classified under one 
salary scale. This grouping would 


vary from one hospital to another: 
Aides—Central Supply 
Elevator Operators 
Laundry Workers— 
Pressers and Flatwork 
Seamstresses and Sorters— 
Linen Room 
Maids—Housekeeping 
-Maids—Nurses’ Home 
Maids—Clinic 
Through this grouping, a chart 
was drawn (Fig. 1 below) to de- 
termine the rate previously paid 
for each job and under which rate 
the greatest number of employees 
fell. This chart also reflected the 
longevity of service of each em- 
ployee. 
_ The information thus collected 


Years of Service 


was correlated with salary surveys 
of hospitals in the area to deter- 
mine starting salaries for every 
position. A six-step increment was 
devised for each separate scale 
with a 33-1/3 per cent increase 
spanning a five-year period. Where 
prior scales had been established, 
they were adjusted to fit into the 
general pattern. 


NEED FOR CORRELATION 


For the purposes of this paper, 
hypothetical hourly rates were 
used as reflected in the accompa- 
nying charts. It would be necessary 
for each hospital undertaking a 
comparable study to compare wages 
paid for similar jobs in their par- 


Aides— 85 85 .90 
central 75 85 85 90 .95 
_ supply 75 85 85 
85 
85 
Elevator 
operators 80 80 £.80 85 
80 .80 
.80 .80 
Maids— 85 85 85 .85 .85 93 .85 
housekeeping 85 85 85 65 85 -90 
85 85 85 85 
85 85 .85 .85 
85 .85 
Maids— 85 85 .85 .85 
nurses’ -85 
| home 
Maids— 85 85 85 
clinic and 
lab. 
| Laundry— 85 85 85 85 85 85 85 8S 85 
_pressers and 8S 26 28 85 .85 
flatwork 85 .85 .85 85 
85 .85 
i Linen room 85 85 85 


Fig. 1—Longevity of employment and salary scale per hour 
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Formula: 0 — 3 = starting; 3 — 5 = 6 months; 5 — 10 = 1 yeor; 10 — 15 = 2 yeors; 15 + = 3 years 


Note: Rates do not include meals which ore provided in addition to salary. 


Position 6mos. lyr. 2yrs. 3yrs. 4 yrs. 5 yrs. 
ond hours .88 91 
Aides— 
central 
40 hrs. 
Elevator > 
operators 
Leundry— 
pressers ond 


Fig. 2a—Salary scale increases correlated with length of service 


Formula: 0 — 5 = starting; 5 — 8 — 6 months; 


Note: Rates do not include meals which ore provided in addition to salary. 


Length of 
service as 
of 9/1/59 


8 — 12 = 1 year; 12 — 15 = 2 years; 15 + 


6mos. lyr. 2yrs. Zyrs. 4 yrs. 5S yrs. 


Fig. 2b—Salary increases correlated with length of service 


ticular community. Figure 1 dem- 
onstrates a lack of correlation be- 
tween years of service and the 
hourly rate received. The em- 
ployees’ years of service required 
recognition. The scales which were 
developed had to account for these 
discrepancies. In order to accom- 
plish this, a formula for each scale 
was devised to equate the spread 
of years of service of employees in 
each category. For instance, it 
would not be practical to place the 
central supply aides with five or 
more years of service at the end of 


the scale, because this would re- 
move their motivation for advance- 


ment. Thus, a typical formula for’ 


equating these years of service was 
computed (see Fig. 2a above) and 
applied to the hourly develuped 
scale. 

A simple method of indicating 
the employee’s position on the 
scale was by means of an arrow 


. drawn to the appropriate step. Fig- 
ure 2a shows that a running ac- 


count of the increased salary cost 
to the hospital was computed on a 
biweekly and annual basis. This 


gives an immediate picture of the 
exact cost of the program and the 
areas in which these costs are 
highest. It was necessary to alter 
the formula in two or three job 
classifications to avoid excessive 
increases in some instances and to 
insure sufficient increases in other 
cases (Fig. 2b above). _ 
Following approval by the board 
of trustees of the total annual cost 
of the wage program, the scales 
were printed and discussed in de- 
tail at a department. head meeting. 
(Continued on page 87) 
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LEr's PUT THE 


ADMINISTRATOR 


IN 
His 
PLACE 


HE HOSPITAL administrator is 


the country’s most misplaced | 


person. If anywhere an adminis- 
trator’s office is properly placed 
geographically within the hospital 
building, I have yet to see it! 

In one hospital after another, the 
same dreary placement of the 
administrator prevails—adjoining 
the business. office. In blueprint 
after blueprint of hospitals in the 
planning stage, the traditional pat- 
tern is evident. One can hear the 
architect saying, “... and the ad- 
ministrator’s office is conveniently 
situated near the business office.” 

I challenge that statement as 
uninspiring, unimaginative and un- 
fortunate in modern hospital plan- 


ning. As hospital consultants and. 
architects busy themselves with | 


circular hospitals, modular design 
and cantilever construction, it is 
past time that someone should ask 
the simple quesion, “Why should 
the administrator be convenient to 


business office?” 


ADMINISTRATOR'S ROLE 


The hospital administrator is not 
the business manager. He is no 
more (and no less) concerned with 
the business management of the 


Austin J. Evang is the administrator of 


Hadley Memorial Hospital and Rehabili- 
tation Center, Hays, ns. 
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Because the primary goal of the 
hospital administrator is seeing that 


patients receive the best possible care, . 


it is time to stop placing his office 
next to the business office, where he 
tends to become identified with only 
this phase of administering the hos- 
pital, the author states. The proper 
place for the administrator’s office is 
wherever the medical staff congregates, 
he contends. In this way the adminis- 
trator can be in daily communication 
with the medical staff and can keep 
his finger on the pulse of medical 
thinking. | 


institution than with any of the 
hospital’s 20 basic departments and 
services. The administrator’s office 
could just as logically be situated 
adjacent to the laundry. His re- 
sponsibility is total, relating to the 
entire hospital, and not segmental, 
relating to a department. 

It may be argued that the ad- 
ministrator should be convenient 
to the business office to receive re- 
ports. Why? All other departments 
submit reports, too. Convenience 
is being confused with accessi- 
bility. 

It may be argued that the ad- 
ministrator should be immediately 
available for consultation on credit 
and collection matters. These mat- 
ters are the business department’s 


responsibility. If policies are well 
defined, there is no need to consult 
the administrator. 

It may be argued that the ad- 
ministrator must be primarily con- 
cerned with fiscal management, for 
the hospital cannot operate with- 
out money. Neither can the hospi- 
tal operate successfully with poor 
medical records, poor nursing serv- 
ice and poor x-ray service. 

The alignment of the adminis- 
trator with the business office stems 
from the day when a _ business 
manager was the chief administra- 
tive officer of the hospital and his 
responsibility was limited to busi- 
ness and custodial needs. The phy- 
sicians looked after all “profes- 
sional” needs. This concept has 
been long outmoded. Any plan that 
has the administrator in charge of 
only a fragment of the hospital’s 
services is jeopardizing the op- 
portunity for successful operation 
of the hospital in the best interests 
of the patient. 

Many reasons exist for breaking 
the alliance between the admin- 
istrator and the business office. 
The most compelling is identifica- 
tion. The administrator becomes 
“guilty” by association. In the eyes 
of the public, patients, employees 
and staff, he is identified with 
finances. The day the hospital 
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administrator becomes more con- 
cerned with finances than with 
patient care, he ceases to be an 
administrator and becomes a busi- 
ness Manager. 

The business manager should 
be more concerned with finances 
than with any other aspect of hos- 
pital operation. Every department 
head should feel this way about 
his own department. However, for 
the administrator to relate himself 
more closely to one department 
than to another is to destroy the 
concept of administering the total 
institution for the good of the pa- 
tient. 

Employees confuse the: adminis- 
trator with the business office. 
They gain the impression that pay 
checks come from the business of- 
fice rather than from the hospital. 
It. is not uncommon for business 
office personnel to believe that 
they speak for administration. 
Sometimes the business manager 
visualizes himself as aligned with 
the administrator in staving off 
demands of hospital departments 
for new equipment and personnel. 
In one institution, the administra- 
tor and business manager referred 
to hospital funds as “our” money 
on which others were trying to 
make continual inroads. The crea- 
tive administrator should be the 
one who instigates the well planned 
spending of money for needed 
services, equipment and personnel; 
not the one who prevents it. 

Occasionally, while paying a 
bill, a patient will make a com- 
plaint about hospital service. The 
patient feels he has duly notified 
hospital authorities when he has 
told the business office. Actually, 
business personnel have no re- 
sponsibility for other departments 
and no authority to represent ad- 
ministration. Largely because of 
the location of the administrator’s 
office, business office business is 
constantly confused with hospital 
business. The business of the busi- 
ness office is money; the business 
of the hospital is patient care. 


THE HOSPITAL’S PURPOSE 


The entire matter resolves itself 
in the purpose of the hospital. It 
is to place the provision of good 
patient care above every other 
consideration. 

The busy administrator has many 
distractions from this primary task 
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of providing good patient care. He 
is frequently led down blind al- 


leys. Sometimes he is advised to — 


substitute other goals for that of 
good care. | 
In some hospitals, the primary 
task of the administrator is to op- 
erate the hospital in the black. I 
know of one hospital in which that 
is the only job of the administra- 
tor. It has had four administrators 
in a little more than a year. The 
orientation of a new man consists 
of telling him that if he can make 
the hospital make money, he has a 
job. If not, he is out. | 
More surprising to me than this 
was a statement made by one of 


our leading hospital administrators 


and educators. He said that the 
administrator who operates his 
hospital in the black is never fired. 
In other words, if we substitute the 
dollar for the patient, we have a 
job. I think that most of us in this 
profession expect to serve some- 
thing more than money. 

- It doesn’t require great skills to 
operate a hospital in the black. In 
fact, expenditures can be reduced 
virtually overnight. A registered 
nurse can be dropped here, a lab- 


oratory technician there, a record 


librarian can be eliminated, some 
help can be cut out in the dietary 
and housekeeping departments, the 
preventive maintenance program 
can be forgotten. Lo and behold, 
the administrator has “saved” the 
institution thousands of dollars! 
The next monthly report will show 
up in the black. The board of 
trustees will be pleased, and the 
administrator will be assured of 
his job. 


WELL ORIENTED ADMINISTRATORS 


But, can the administrator make 
these reductions and still render 
quality care? I do not believe the 
“knife-happy” administrator is the 
proper picture of the hospital ad- 
ministrator when it means sacri- 
ficing needed patient services. I 
think we want administrators who 
are oriented to the needs of pa- 
tients and oriented to community 
service, and who will work for 
patient-care programs with heart, 
determination and intelligence. 

Granted, good administration de- 
mands consideration of finances. 
Otherwise the institution could 
not exist. But finances as such 
must never be the reason for ex- 


istence. The needs of the patient 
come first. If there is need for a 
service, the resourceful adminis- 
trator will find a way to finance 
it. Once a service is established, 
financing will follow in logical se- 
quence. 

In the reverse situation, the ad- 
ministrator piles up a reserve and 
then begins to look for ways to 
spend it. This is getting the “cart 
before the horse’. Any well or- 
ganized hospital that is meeting 
the needs of its community and is 
living up to its responsibilities is 
going to have deficits at times. A 
board of trustees that considers 
only the financial report is failing 
to live up to its obligations. Such 
trustees would serve better on ho- 
tel boards. 


PRIMARY GOAL: PATIENT CARE 
Nothing must replace patient 


' Care as the primary goal of good 


administration. If hospital admin- 
istration is to prosper as a profes- 
sion, this abiding principle must 
precede every consideration of 
price, popularity, prejudice, per- 
sonalities, promotion and politics. 
Keeping attuned to patient services 
is impossible when the administra- 
tor is involved with the business 
office. Persistent hammering on fi- 
nancial matters is bound to take 
its toll in clouding vision = and 
forging attitudes. 

Just as we have discarded the 
old-time concept of custodial man- 
agement, we must discard the old- 
time location of the administrator’s 
office. Let’s put the administrator 
in his place! This should be wher- 
ever the medical staff congregates 
or checks in or out. In this location 
the administrator can be in daily 
communication with members of 
the staff and can keep his finger 
on the pulse of medical thinking. 
A relationship can develop that 
will weld the mutual interests of 
the physician and the hospital in 
providing good patient care. 

If any trend is certain for the 
new decade, it is that physicians 
and hospitals must work as one. 
This is imperative for the survival 
of voluntary medicine. As a nec- 
essary though simple step in this 
direction, I propose that architects 
and hospital building committees 
get the medical staff and the hos- 
pital administrator together phys- 
ically. 
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through group 


liability insur 


lll, ATTITUDE OF CARRIER 


aoe ATTITUDE of the carrier is 
an important factor that has 
often been overlooked in the de- 
velopment of a group insurance 
program to be maintained and su- 
pervised by medical and hospital 
groups for their respective mem- 
bers. A number of motives may 
influence a carrier to offer a group 
program. Naturally but unfortu- 
nately, the strongest one is the de- 
sire to make money. This is in the 
American tradition, and certainly 
no program will be long successful 
unless the carrier is assured of a 
reasonable profit. 

Because of the peculiar nature 
of the professional liability risk, 
resulting from the long delay in 
determination of losses, it is diffi- 
cult to assure a carrier a reason- 


James E. Ludlam is legal counsel for a 
California Hospital Association. He is 
member of the law firm of Musick, Peeler 
& Garrett, Los Angeles. 
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In the concluding part of a two-part 
article on a group professional liability 
insurance program as a positive answer 
to malpractice problems, the author 
continues his discussion of the last six 
factors — attitude of the carrier, em- 
phasis on service, central reporting, 
delineation of responsibility, effective 
group discipline and, most important, 
a patient-oriented program—necessary 
fer a successful group insurance pro- 
gram based on a code of patient wel- 
fare procedures rather than potential 
liability. 

In Part 1, which appeared in the 
March 16 issue of this Journal, the 
author gave the background informa- 
tion of the problem confronting the 
medical field and showed how a group 
insurance program could benefit pa- 
tient, physician and hospital. He dis- 
cussed two of the factors—committee 
supervision and participation by all or 
most of the potential constituency — 
necessary for such a program. 


able profit. Experience has shown 
that, because of the large premium 


-involved, many carriers will bid 


on a malpractice program in the 


hopes of making money quickly. 


CONCLUSION OF A TWO-PART ARTICLE | 


Some of these carriers have little 
basic financial backing and can af- 
ford to take the risk, because the 
worst that can happen to them is 
that they will be closer to insol- 
vency. To date, at least two car- 
riers participating in group pro- 
grams have defaulted on their 
obligations, leaving the partici- 
pants either totally or partially 
uninsured. 

On the other hand, some of the 
stable old-time carriers have been 
reluctant to participate in group 
programs because they believed 
that it might interfere with their 
relationship with their brokers and 
agents, or because of an unwilling- 
ness to experiment. 

If all the carrier proposes to do 
is to sell insurance on a wholesale 
basis, passing on the savings of 10 
to 15 per cent that may result from 
bulk purchasing and reducing of 
the agent’s commission, then little 
progress will be made. 

If the carrier is willing to work 
with the profession toward a long- 
range solution of the problem, then 
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there is hope. To accomplish this, 
the carrier must be willing to 
carry out the following programs: 
1. The carrier must train full- 
time adjusters specializing in the 
handling of professional liability 
claims. Such adjusters, through 
continued contact with the physi- 
cians and hospitals in their terri- 
tory, must develop the confidence 
of these important groups. There 
is a natural reluctance on the part 
of physicians and hospital person- 
nel to discuss fully an unfortunate 
incident. The ordinary adjuster 
simply cannot break through this 
barrier. The ability to talk in the 
language of the profession is high- 
ly important. The adjuster must 
also have a sufficient interest in 
the problems of the profession to 
develop ideas and techniques that 
will help avoid future incidents. 


IMMEDIATE ACTION 


2. The carrier must also act im- 
mediately on a reported incident. 
The next day may be too late, and 
a matter of hours is extremely 
critical in the investigation of an 
incident. Not only is an imme- 
diate investigation important but 
an early evaluation of the reports 
of any possible claim must be 
made also. 

Experience indicates that if 
there is liability and the claim is 
allowed to fester without set- 
tlement, the costs may pyramid 
astronomically. A quick fair ad- 
justment will often retain the con- 
fidence of the patient in both the 
hospital and the physician. 

In a difficult case with many 
complications, it may be necessary 
to work with the patient for many 
months or years. We have seen a 
number of cases in which the car- 
rier has financed extensive surgery 
over a period of time in order to 
bring about a fair settlement with- 
out precipitating a lawsuit or un- 
necessary publicity. 

3. Furthermore, the carrier 
should be willing to fight to the 
bitter end when it is necessary to 
establish that liability does not 
exist for a particular type of inci- 
dent. For example, hospitals and 
physicians are now faced with a 
series of retrolental fibroplasia 
cases all over the United States. 
In the typical case, no one was at 
fault, as there was no knowledge 
of the cause of this type of blind- 
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ness until very recently. The cost 
of defense for one of these cases 
may run as high as $15,000 or 
$20,000; however, if a pattern of 
settling the cases were to develop, 
there could be dozens of claims 
made against hospitals and physi- 
cians that otherwise would remain 
dormant. The same could apply to 
staphylococcal infections. 

In other words, the carrier can- 
not look at each claim as an iso- 
lated case, but must consider its 
total implications. A carrier can do 
this only when it has the complete 
support of the profession. 


A CONTINUOUS PROGRAM 


4. The insurance carrier must 
furnish to the hospital associa- 
tion or the medical profession 
an effective and continuous claims 
prevention program. This is ordi- 
narily done in collaboration with 


. the association or society commit- 


tee. The carrier should supply a 
periodic inspection of the premises 
of each insured to review equip- 
ment and techniques and to advise 
personnel on hazards. The carrier 
should help develop educational 
materials and arrange for their 
utilization. The carrier should con- 
tinuously review all reported inci- 
dents and claims and evaluate 
them for the benefit of association 
or society committee in order to 
detect new areas of potential lia- 
bility and trends in existing areas. 
The effectiveness of the claims 
prevention program of the carrier 
and the committee will ultimately 
determine the success of the ar- 
rangement. 

5. A willingness to review with 
the committee all the important 
claims and all reserves should be 
part of the carrier’s duties. Much 
mystery has developed over the 
policies of insurance carriers in 
establishing reserves. This very 
mystery has led to a loss of confi- 
dence and to a suspicion of double- 
dealing by the profession. A full 
disclosure will lead to mutual con- 
fidence. 

Personne] experience indicates 


that the discussion of reserves also | 


helps the carrier evaluate the case 
and often leads to suggestions for 
new approaches to resolve the 
problem. In this connection, it 
should again be emphasized that 
the carrier must be willing to 
adopt a policy of not reserving 


funds against every reported inci- 
dent. The medical profession is 
much more willing to accept an 
adverse adjustment when there 
has been a full disclosure. 


FLEXIBLE INTERPRETATION 


6. Finally, the carrier must 
maintain. a flexible view in inter- 
pretation of the policy. One of the 
serious difficulties with profession- 
al liability insurance is the fact 
that wholly unanticipated prob- 
lems continue to develop. If the 
carriers hew to the letter of their 
policy, it may create very serious 
consequences for the profession. A 
dramatic example of this occurred 
in California. A physician sued the 
members of the executive commit- 
tee of a medical staff for damages 
for having terminated his staff 
membership. Some of these physi- 
cians were in the local county 
medical society groups and others 
were individually insured. The 
medical society group and _ its 
carrier furnished a defense by 
“stretching” the terms of the poli- 
cy, but the physicians who were 
individually insured outside the 
group program were notified that 
their carriers were adhering strict- 
ly to the policy terms, and they 
were uninsured. 

The hospital group program, on 
the instruction of the association 
committee, came to the rescue of 
the uninsured physicians. Had it 
not been for the action of the 
group programs, the status of 
medical staff discipline not only in 
that hospital but in many others in 


_the state would have hung in the 


balance. An individual carrier can- 
not exercise statemanship in such 
a situation. 


IV. EMPHASIS OF SERVICE 


The program should emphasize 
service rather than premature pre- 
mium savings. The proper servic- 


ing of a professional liability 


program is a costly affair. If the 
medical profession and the hospi- . 
tals had well financed group pro- 
grams for safety, public relations 
and the establishment of minimum 
standards, the cost of group mal- 
practice insurance would be much 
less. 

Individual hospitals may have 
effective safety programs, but as 
an industry, the results are spotty. 
The same can be said for the 
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medical profession. We cannot buy 


enough good publicity to cover the 
damage done by the press when 


they overemphasize the failure by 


hospitals or the medical profession 
to maintain standards. Licensure, 
accreditation and the programs of 
professional societies are all im- 
portant, but they leave many gaps. 
These gaps can in part be plugged 
by a group insurance program that 
constantly reviews professional 


problems as they relate to their 


impact upon the patients and the 
general public as dramatized by 
claims and suits. 

A continuing education and in- 
spection program costs money, and 
a major part of the premium should 
be spent for this purpose. To re- 
duce the premium to cover only 
losses and administration expense 
is shortsighted. Any group pro- 
gram that is launched upon a 
promise of an early premium re- 
duction is poorly based and is 
headed for trouble. A program 
that can maintain a level premium 
is going against the trend, since 
jury judgments and _ settlements 
are rising much faster than the 
cost of living, and thus actually 
represent a savings. 


-V. CENTRAL INCIDENT REPORTING 
The basic research tool of any | 


group program is centralized re- 
porting of incidents. The word “in- 
cidents” is used as distinguished 
from “claim”. The word “claim” 
indicates that the patient has initi- 


ated a demand. On the other hand, 


an “incident” is any unusual oc- 
currence that is out of line with 
standard care. In most situations, 
the patient is not hurt and prob- 
ably has no knowledge that any- 
thing unusual occurred. For exam- 
ple, if the patient is given two 
aspirins instead of one, this is an 
incident. No damage is done, but, 
on the other hand, there was a 


break in technique, and, if another 


drug had been involved, the result 


_ could have been fatal. , 
Such an incident occurring once 


may not be significant, but if it 
occurs several times, it takes a 
pattern and indicates the need for 
a careful review of the controls 
and methods being used. 

The aspirin example was used 
deliberately, because a review of 
thousands of incidents indicates 
that medication errors are increas- 
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ing at an alarming rate and that 


physicians and hospitals must co- 
operate to reverse this trend. Since 
there will be from 5 to 10 incidents 
to every claim, it is evident that 
the research material and the re- 


sults reached from studying inci- 


dents are far more sound. 
Furthermore, the incidents of 
today are the claims of tomorrow. 
For example, the California hospi- 
tals, through their incident report- 
ing systems, were alerted to the 
potential problems of staphylococ- 


cal infections through their group 


program and remedial action was 
instituted with effective results 
before national publicity began on 
the subject. 

Under a group program, the in- 
dividual physician or hospital can 
be assured that there will be no 
penalty for reporting on incidents. 
As a matter of fact, any hospital 
that fails to report a fairly steady 
volume of incidents does not know 
what is happening within its own 
walls. Human error in itself will 
produce a volume of incidents, and 
it is only through review and 
analysis that the potential harm 
from these occurrences can be re- 
duced. 

Prompt reporting also requires 
indoctrination of personnel. It is 
only human nature to be reluctant 
about reporting an incident that 
has actually caused no harm, but if 
employees are properly indoctri- 
nated, experience has shown that 
they will take pride in partici- 
pating in such a program. The 
personnel must realize that the 
material gathered from these inci- 
dents will be used for the benefit 
of better patient care and will help 
internal discipline. 


CONTINUOUS REPORTING 


~The importance of continuous. 


reporting of incidents has been 
emphasized by the committee su- 
pervising the California Hospital 
Association’s group program. The 
committee requires a special in- 
vestigation of any hospital that has 
failed to report an incident for an 
extended period, or whose incident 
reporting is very sparse. That com- 
mittee considers such failure as 
grounds for termination of insur- 
ance coverage through failure to 
cooperate. 
Incident reporting gives an ex- 
cellent tool for comparing the ef- 


fectiveness of the procedures be- 
tween one group and another. It 
helps uncover strengths as well as 
weaknesses. 

Since 70 per cent of the claims 
against physicians arise out of 
their practice in hospitals, it is im- 
portant that the medical staff be 
indoctrinated in the importance of 
cooperating with the hospital in 
reporting and investigating inci- 
dents within the hospitals. Since 
many of the most serious incidents 
involve potential hospital and 
physician liability, these incidents 
should be reviewed by a joint 
hospital staff committee created 
for that purpose. 


VI. DELINEATION OF CONTROL 


There must be a clear delinea- 
tion of the responsibility between 
the carrier and the supervising 
committee as to the handling and 
disposition of claims. The univer- 
sal pattern is to provide for insur- 
ance company personnel to handle 
the investigation, but opinion is 
split as to the degree of control 
that should be exercised over set- 
tlements and litigation. 

In some programs, the super- 
vising committee must approve 
every settlement and also partici- 
pate actively in the strategy of all 
litigated cases. Such an approach 
not only is wasteful in professional 
time but actually leads to bad re- 
sults. If a responsible carrier has 
been chosen, then it is not only its 
function but its duty to provide 
personnel experienced in adjusting 
claims and in evaluating litigation. 
The committee should set policy 
and be available for consultation 
as requested, but it should recog- 
nize that physicians and hospital 
administrators can get confused 
practicing law. 

The writer’s experience indicates 
that individuals inexperienced in 
handling claim matters swing from 
one extreme to the other—from a 
policy of litigating every case to 
one of settling at any cost. Neither 
approach is necessarily proper, and 
it takes a long period of trial and 
error to develop a proper balance. 
Litigation is a field in which sec- 
ond guessing is a highly developed 
art. The matter is further compli- 
cated by the fact that a hospital 
or a physician who has authorized 
a settlement often has a delayed 
feeling of remorse, and a settle- 
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ment that only shortly before was 
urged—even demanded—is_ sud- 
denly criticized. 


NECESSARY APPROVAL 


As a general policy, no settle- 
ment should be approved without 
the approval of both the carrier 
and the insured. However, this 
policy leads to potential trouble 
unless there is a safety valve. 
Sometimes the insured is more than 
willing to spend money for protec- 
tion against unfavorable publicity; 
at other times a_ self-righteous 
stand may be taken on a non- 
defensible case. The committee 
should act as a safety valve to 
resolve such conflicts and should’ 
have ultimate authority to make 
the decision on the appeal of either 
the carrier or the insured. As a 
practical matter, the very exist- 
ence of such a safety valve en- 
courages the parties to solve the 
problem voluntarily. 


Vil. EFFECTIVE SELF-DISCIPLINE 


The successful group liability 
insurance program must have ef- 
fective means of discipline. Un- 
fortunately, in every group pro- 
gram a few, through ignorance or 
deliberate action, will stimulate 
unnecessary claims and lawsuits. 
One of the basic decisions that any 
group program must make is 
whether it will simply exclude 
these troublemakers or include 
them in the hope of straightening 
them out. 

If the sole purpose of the group 
is to save dollars, then the deci- 
sion is easy—exclude the trouble- 
makers. If the purpose is to im- 
prove standards of care in the 
community as well as to protect 
the basic reputation of the profes- 
sion, then a middle ground is in- 
dicated. 

An effective group program can 
develop tools that will be surpris- 
ingly useful. In large part, this is 
able to be because the trouble- 
makers are the ones most in need 
of the group. By and large, their 
experience will have been so un- 
pleasant that they are faced with 
the increasing difficulty of buying 
liability insurance. Furthermore, 
available insurance is at a much 
higher rate than that obtainable 
through the group. 

In order to protect the group, 
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certain basic approaches may be 


taken: 


1. Each applicant to the group 


should be required to file a com- 
plete experience record of both 
claims and losses. This record 
should be reviewed by the carrier 
and any suspicious cases referred 
to the supervising committee for 
consideration. 

2. Each applicant should be thor- 
oughly examined by the safety 
engineer not only before being 
granted coverage but periodically 
thereafter. 

3. Any pattern of adverse expe- 
rience that develops after admis- 
sion should be carefully reviewed. 
For example, any insured that has 
a high ratio of claims to reported 
incidents may be covering up. Also, 
if an insured has several suits 
based on unreported incidents, 
then the insured needs special re- 
view. 

4. The supervising committee 
must not only have the authority 
to reject any applicant but also to 
terminate coverage after reason- 
able notice. These rights give the 
committee effective authority to 
resolve doubtful cases and to set 
up remedial procedures. In other 
words, after the supervising com- 
mittee has consulted with the safe- 
ty engineer and possibly after it 
has consulted with members of the 
committee and the applicant or in- 
sured, certain conditions can be set 
forth under which coverage will 
be granted or continued. These 
conditions may deal with the rec- 
ords being maintained, the equip- 
ment used, the procedures of 
nurses, the types of cases to be 
handled by a given physician, or 
whatever is indicated. 

The safety engineer then must 
follow up to see that the condi- 
tions are being met. If the problem 
is merely ignorance, it is often 
quickly solved, but, if it is delib- 
erate short-cutting, then the ques- 
tion will be whether the prestige 
of the leadership of the program 
will bring about a desired result. 

5. Having tried all else, the 
committee must terminate cover- 
age if someone fails to cooperate. 
Failure to cooperate is a much 
more serious offense than a num- 
ber of claims. The group should 
not have to terminate many cover- 
ages to get its point across. 


6. Another useful tool is the re- 
view committee of the medical 
profession at either the hospital or 
the county society level. These 
groups should be told of any evi- 
dence of unethical or improper 
conduct. Particularly important is 
the request for review of the ac- 
tivities of any physician who is 
attempting to perform beyond his 
professional capacity. 

7. A more controversial method 
of self-discipline is the use of a 
deductible feature. A deductible 
can be used in several ways— it 
may be placed on all policies, or 
it can be imposed as a penalty on 
an individual basis when there has 
been a bad loss ratio or a failure 
to cooperate. As a general rule, the 
deductible applies only to settle- 
ments or judgments and not to the 
cost of defense. ae 

A deductible has several ad- 


_ vantages to the program. In the 


first place, because of the savings 
resulting, it reduces the cost of the 
insurance. For example, a $250 de- 
ductible can result in a 5 to 10 
per cent saving in premium costs. 
More important, it gives the in- 
sured a direct economic interest in 
each loss. This is both psychologi- 
cal and real. To a degree, it acts as 
a method of partial experience 
rating. The deductible also encour- | 
ages the insured to take care of 
the minor items without waiting 
for the carrier to act. These may 
include first aid, immediate x-ray 
examinations, etc. 

On the adverse side, a deducti- 
ble may discourage some partici- 
pants from reporting incidents in 
the hope of covering up a potential 
claim. If too large, the deductible 
may be a severe unanticipated 
economic burden. If it is a flat 
deductible applicable against the 
first $250 or $500 of loss, it may 
create a conflict between the car- 
rier and the insured. For example, 
if the carrier recommends a settle- 
ment of $250, the reaction of the 
insured is that the carrier is not 
trying hard enough, since it is 
spending only the insured’s money. 

If a deductible is used, it is rec- 
ommended that it be by way of 
participation rather than a flat 
amount. For example, the carrier 
and the insured would share the 
first $500 of loss on an equal basis. 

(Continued on page 87) 
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NE of the major problems fac- 

ing the staffs of most homes 

and hospitals for the aged is the 
constant threat of injury to the 
geriatric patient through accident. 
Aged patients are usually semi- 
invalids who are not able to walk 
because of physical or mental dis- 
ability. In many ways, they can be 
compared to the pediatric patient. 
Ambulation is not always possible; 


incontinence is a problem, and as- 


sistance in feeding, dressing and 
bathing are often necessary. In 
addition, geriatric patients often 
have difficulty communicating and 
are often senile. 

In a study of accidents under- 
taken to determine what were the 
major causes of the accidents and 
what could be done to prevent 


them, the following were found to 


be the 20 major. causes of patient 


accidents: 


‘1. Lack of sure-footedness. 
2. Impaired sight and hearing. 


3. Receiving sedation at night. 


4. Awakening suddenly and not 
recalling whereabouts. 


5. Stumbling over objects and 


furniture that are out of place. 


6. Slipping on floors made wet — 


by incontinence and spillage. 
7. Getting dizzy in the toilet. _ 
8. Misjudging distances. 
9. Trying to help one another 


unsuccessfully. 


10. Using objects for support. 

11. Climbing over bedside rails. 

12. Rolling off chairs and out of 
bed. 
13. Forgetting where they are. 
14. Failing to wait for help. 


Allen Podell is administrator, Brooklyn 
Hebrew Home and Hospital for the Aged, 
Brooklyn, N.Y. 


APRIL |, 1961, VOL. 35 


Among aged patients 


HAPPEN 
BECAUSE... 


by ALLEN PODELL 


15. Refusing manual assistance. 

16. Refusing help when it is of- 
fered. 

17. Having poor balance. 

18. Being impatient. | 

19. Trying to get into or out of 
wheel chairs alone. | 

20. Ambulating, especially at 
night in the bathroom, without 
shoes. 

Preventing these accidents calls 
for an intensive and continuing 


- program of patient safety. Follow- 


ing are a few of the measures that 


would be important in such a pro- 


gram. 

Two ways in which the patient 
accident rate can be reduced are 
by using better designed equip- 
ment and adapting standard furni- 
ture and equipment to the needs 
of the aged patient. 

For patients with impaired sight 
and hearing, familiarity with sur- 
roundings is most important. Trans- 
ferring these patients from one 
room to another causes many ac- 
cidents. It is best not to transfer 


these patients unless it is abso- 
lutely necessary, because they lose 
their sense of direction in a new 
room. Also, with these patients the 
bed should be low enough so that 
a foot stool is not required. The 
room should have heavy, well bal- 
anced furniture. It is best to place 
these patients in rooms near the 
nurses’ station and the bathroom. 

Patients receiving sedation at - 
night should have bed rails and a 
commode at the bedside. 

Areas which house senile and 
incontinent patients should have 
good coverage by aides or orderlies 
who are briefed on the patients in 
their care. These areas should also 
have mobile equipment that can 
take care of the patients’ needs at 
the bedside. 

Patients who are known bedside 
rail climbers should have beds 
provided with half length rails, 
and the bed height should be ad- 
justed so that foot contact is made 
with the floor when the patient is 
sitting on the bed. | ) 

Poor walkers and the impatient 
patients should have a well bal- 
anced mechanical walker avail- 
able. | 

For the patients who have to 
spend a good part of their day in 
a chair and who have poor sitting 
balance, an adapted chair fashioned 
after a baby’s high chair can be 
made. It should be a solid chair 
with broad base and side arms and 
have a slide-in tray and pommel 
to prevent the patient from sliding 
down. 

Most important in an accident 
prevention program is an alert 
staff, constantly vigilant for sources 
of accidents. 7 
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YOUR PRESIDENT REPORTS 


Frank Groner, president 
American Hospital Association 


Closing the Gap 


QO NE OF our greatest problems in 
public education relating to 
the financial operations of hospi- 
tals is gaining public understand- 
ing of the difference between hos- 
pital costs and hospital charges. 

That hospital costs have risen 
very rapidly in the past two de- 
cades is well established. An anal- 
ysis of most hospital operations, 
however, will indicate that charges 
to patients have risen less precipi- 
tously. To a large extent, hospital 
costs are determined by factors be- 
yond the control of administrators. 
However, efficiency of operation, a 
degree of mechanization, improved 
utilization of personnel, advances 
in administrative techniques and 
other factors have enabled hospi- 
tals to keep the increas¢ in charges 
from rising as rapidly/as might be 
expected. 

Philosophically, every group in 
our society should péy its own way. 
But many hospitals are forced to 
make extra charges to patients with 
Blue Cross or commercial insur- 
ance or to those who pay their own 
bill to “make up” for free care 
given the indigent and medically 
indigent patient. 

If we accept the principle that 
these latter groups are the respon- 
sibility of government (at some 
level), then we must expect gov- 
ernment to assume its responsibil- 
ity and thus remove the burden of 
charity from other patients. To this 
end, hospitals must strive con- 
stantly for reimbursement of full 
costs from government. 


42 


This principle of governmental 
responsibility also points up the 
need for equitable Blue Cross 
reimbursement formulas, a basis of 


payment fair to hospitals and the . 


local Blue Cross Plan. It means that 
we should strive for state laws to 
adequately reimburse hospitals in 
compensation cases. It suggests that 
benefits would be derived from the 
proper type of state lien law. And, 
in addition, contract cases should 
bear the full weight of the costs, 
and discount policies should be re- 
evaluated. 


E VERY year hospitals are becom- 
ing more like industry. Evidences 
appear in various forms: 


1. Government, especially at . 
state and local levels, is looking. 


more closely at hospitals for tax 
revenues. In some states, hospital 
operations such as restaurants and 
gift shops are subject to ad valorum 
taxes, hospitals being required to 
purchase licenses for some of these 
activities. : 

2. That the public is viewing 
hospitals more as an industry is 
clear; hospitals in most states are 
no longer immune from legal 
action, and there is a marked de- 
crease in proportionate philan- 
thropic giving. | 

3. Hospitals themselves recog- 
nize their waning difference. Their 
wages are becoming more compa- 
rable to those of industry; they 
have instituted benefit programs 
similar to those of business. 

As our differences from industry 


disappear, we must adjust our 


economy accordingly. Like indus- 
try, we must look to the sale of 
our product for the major portion 
of our income. 

Some years ago, the report of 
the Commission on Financing of 
Hospital Care pointed up this fact: 
“The most significant shift in the 
source of income of nonprofit gen- 
eral hospitals was the sharp in- 
crease in the proportion of funds 
received from or on behalf of pa- 
tients. Income from patients made 
up 71 per cent of total income in 
1935, but accounted for 89 per cent 
in 1952.” This percentage had risen 
to almost 93 per cent by 1959. 

The nearer sale of services comes 
to 100 per cent of the hospital’s 
total income, the more we must 
think of taking the ‘‘water’”’ out of 
our operations. The badge of char- 
ity must be removed from patients, 
figuratively and literally. We must 
also find methods of financing non- 
hospital activities, primarily edu- 
cation, from sources other than pa- 
tient income. 

In this connection, many hospi- . 
tals ignore opportunities on their 
doorsteps. It is interesting to note 
that traditionally hospitals have 
permitted the profitable “‘by-prod- 
ucts” to be taken over by the “for 
profit’”’ groups. The time has come 
when we should recognize that 
some of these profitable operations 
are really in the hospital’s sphere 
of activities since they contribute 
to the improvement of patient care 
and are the products of our labors. 
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LISTING REQUIREMENTS FOR 
INPATIENT CARE 
INSTITUTIONS OTHER THAN 
HOSPITALS 


By the 
American Hospital Association 
Approved by House of Delegates 
August 24, 1959 
Amended by Board of Trustees 
November 18, 1960 


1. The institution shall have beds 
for the care of patients who re- 
quire continuing planned medical 
and nursing care and supervision, 
and who stay on the average in 
excess of 24 hours per admission. 

2. The facility shall be licensed 
by the state, and shall comply with 
local governmental regulations. 

3. There shall be a duly licensed 
physician or physicians who shall 
advise on medical administrative 
problems, review the institution’s 
plan for patient care, and handle 
emergencies if the patient’s per- 
sonal physician is unavailable. 

4. Each patient shall be under 
the care of a duly licensed physi- 
cian, shall be seen by a physician 
as the need indicates, and there 
shall be evidence of general super- 
vision of the clinical work by doc- 

tors of medicine. pe 
; 5. There shall be a medical rec- 
- ord maintained for each patient, 
which shall include at least (a) 
the medical history, (b) report of 
physical examination, (c) diagno- 
sis, (d) physician’s orders, (e) 
progress note (medical and nurs- 
ing), (f) medications and treat- 
ments given. 

6. There shall be arrangements 
to provide diagnostic services, such 
as clinical laboratory and x-ray 
procedures, which shall be regu- 
larly and conveniently available. 

7. The nursing service shall be 
under the supervision of a regis- 
tered nurse, or a licensed practical 
nurse, with a _ registered nurse 
regularly serving in a consultative 
capacity; and there shall be such 
other nursing personnel as is nec- 
essary to provide patient care 
twenty-four hours a day. 
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ASSOCIATION 


SECTION 


8. Food served to patients shall 
meet nutritional and dietary re- 
quirements of the patients. 

(The American Hospital Asso- 
ciation may, at the sole discretion 
of its Board of Trustees, grant, 
deny or withdraw listing of any 
institution. ) 


The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on February 
2, 1961. 


LISTING RECOMMENDATIONS 


VOTED: To approve the recom- 
mendations of the Committee on List- 
ings and Approvals and the mail vote 
of December 19, 1960, for listings of 
hospitals and inpatient care institu- 
tions other than hospitals. 


HOSPITALS ACCEPTED FOR LISTING 


_ ALABAMA 
Bank Street, Decatur 
Thomas, Fairhope 
Speir, Greenville 
ARIZONA 
Gila General, Globe 
Josephine Goldwater Memorial, 
Show Low 
White Mountain Communities, 
Springerville 
Tombstone General, Tombstone 
ARKANSAS 


U.S. Air Force, Blytheville 
CALIFORNIA 


Warrack Medical Center, 
Santa Rosa 

Sonora Community, Sonora 

Woodland Clinic Memorial, 


Woodland 
HAWAII 
Puumaile and Hilo Memorial, Hilo 
Pahala, Pahala 
INDIANA 
Fort Wayne State School, 
Fort Wayne : 


Daviess County, Washington 
lOWA 


Mitchell County Memorial, Osage 


KANSAS 
Hospital District Number 1 of Rice 
County, Lyons 
Sedgwick County, Wichita 
KENTUCKY 


Cardwell’s, Providence 
MICHIGAN 


St. Mary, Livonia 


General Hospital Company of Iron 
River District, Stambaugh 
MISSISSIPPI 
Clarksdale, Clarksdale 
Jefferson Davis Memorial, Natchez 
NEW MEXICO 
St. Joseph, Clayton 
Fort Stanton Tuberculosis Sana- 
torium, Fort Stanton 
Socorro General, Socorro 
Valmora Sanatorium, Valmora 
NEW YORK 
Wickersham, New York 
OHIO 
Guernsey Memorial, Cambridge 
Geauga Community, Chardon 
Jewish Convalescent, Cleveland 
Lincoln Memorial, Columbus 
Wyandot Memorial, 
Upper Sandusky 
OKLAHOMA 
Bryan Memorial, Durant 
TENNESSEE 
Brint, Bolivar 
Haywood County Memorial, 
Brownsville 
Little Creek Sanitarium and Hos- 
pital, Concord 
Goodlark General, Dickson 
Carter County Memorial, 
Elizabethton 
Oursler Clinic, Humboldt 
McKee-Wilson Eye, Johnson City 
Lexington-Henderson County, 
Lexington 
Bedford County General, 
Shelbyville 
South Pittsburg Municipal, 
South Pittsburg 
Claiborne County, Tazewell 
TEXAS 
Beeville, Beeville 
WEST VIRGINIA 
West Virginia University, 
Morgantown 
INPATIENT CARE INSTITUTIONS’ 
OTHER THAN HOSPITALS 
ACCEPTED FOR LISTING 
ARIZONA 
Arizona State Elks Association, 
Tucson 
ARKANSAS 
Sparks Manor, Fort Smith 
CALIFORNIA 
Paradise Sanitarium and Hospital, 
Los Angeles | 
St. John of God, Los Angeles 
Hillhaven of Riverside, Riverside 
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WHEN PASSING a nasogastric tube into the stomach of a premature infant, the nurse utilizes 


AY PYNCHON 


a@ tape marking, a stethoscope and 1/2-c.c. of air to determine whether it is properly seated. 
Pictures accompanying this article were taken from slide films prepared to illustrate lectures 


on premature care techniques. 


OR MANY YEARS, Florida has 

been concerned about its con- 
tinuing high infant death rate. 
Studies of Florida’s higher-than- 
average neonatal death rate have 
shown that premature births and 
deaths were largely responsible for 
this infant loss. In 1958, the rate 
in Florida was 31.9 per one thou- 
sand live births, compared to 26.9 
for the United States as a whole. 


May Pynchon is coordinator of the 
infants, Suen of Maternal and Child 


Health, Florida State Board of Health, 
Jacksonville, Fila. 
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Concern over the continued high 
mortality rate among premature in- 
fants in Florida prompted the state 
board of health to establish a demon- 
stration center in the care and treat- 
ment of premature infants at Jackson 
Memorial Hospital, Miami, according 
to the author. The center’s program of 
seminars and demonstration clinics de- 
scribed in this article is open to medi- 
eal and paramedical personnel and 
offers services to premature infants 
within a 100-mile radius. 


In 1950, a grant from the U.S. 
Children’s Bureau to the Board of 


premature care 
life-saving techniques 


Health of the State of Florida made 
it possible to establish a premature 
demonstration center at Jackson 
Memorial Hospital, Miami, Fla. The 
purpose of the center was to (1) 
provide hospitalization for as many 
premature infants as possible with- 
in a radius of 100 miles and (2) 
train Florida’s physicians and 
nurses in better care techniques for 
premature infants. 

In the beginning, this program 
was a success. Physicians and hos- 
pitals sent prematures to the cen- 
ter for specialized care. Hospitals 
sent their resident physicians, in- 


* terns and nurses to seminars and 


other training programs. Their ex- 
penses were paid with funds from 
the bureau of maternal and child 
health of the state board of health. 

Then, when funds for expenses 
ran out, attendance dropped off. 
Because of rising costs, hospitals 
could not underwrite travel and 
per diem costs for their hard-to- 
find and difficult-to-retain person- 
nel, Finally, this part of the pro- 
gram collapsed. Sporadic efforts 
were made to revive it, but the 
long travel distances in Florida, 
lack of financial support and per- 
sonnel shortages made it difficult. 

In 1958, the new University of 
Miami (Fla.) School of Medicine 
was in full operation, and Jack- 
son Memorial Hospital became its 
teaching hospital. This provided 
additional and on-the-spot medi- 
cal staff for the center. A new ap- 
proach to the training program 
was developed with funds again 
made available by the board of 
health. The bureau of maternal 
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(ABOVE) The materials required for feeding a premature infant by 


means of a nasogastric tube include a container of sterile water, 
prepared formula and a feeding syringe and bulb. (BELOW) Incu- 
bators are removed from the nursery to the maintenance division to 
be cleaned. All components are removed from the incubator to 
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permit thorough cleaning. 


and child health employed a co- 
ordinator whose duties involved 
recruiting and general programs 
planning arrangements for a new 
training effort. Two five-day semi- 
mars a year at the center were 


planned. The sixth was held in. 


December 1960. 


Hospitals responded immediately, 
and applications to attend the 
seminars began to pour in. Some- 
times as many as five persons from 
one hospital desired to attend. An 
enrollment of eight physicians and 
36 nurses was established as a 
maximum attendance for any one 
seminar. Space in the nurseries 
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and teaching area was the limiting 
factor. At each seminar, there was 


_a stand-by list of nurses willing to 


step in if any last-minute cancella- 
tions occurred. 

The same enthusiasm has not 
been evidenced in the recruitment 
of physicians in spite of the 35 


hours of credit in Category 1 


awarded by the American Acade- 
my of General Practice to those 
enrolled in the course. At only one 
seminar was the maximum of eight 
physicians recruited. An analysis 
showed that of the 18 physicians 
enrolled in four seminars between 
1958 and 1960, nine were general 
practitioners, six were residents in 
pediatrics and three were engaged 


in public health. The inherent diffi- 
culties that face a generalist in 
taking five days off from a busy 
practice are recognized. Another 
serious deterrent to the physicians 
is the influx of tourist-patients in 
the fall and winter months. 

Sponsors of the seminars are— 
in addition to the center and its 
staff of physicians and nurses—the 
state board of health, Jackson Me- 
morial Hospital and the faculty of 
the department of pediatrics, Uni- 
versity of Miami (Fla.) School of | 
Medicine. State and local medical, 
nursing and hospital groups have 
supported the programs and asked 
for their continuation. Pediatri- 
cians individually have commended 
it. 

WHAT SEMINARS COVER 


The faculty for a seminar is 
drawn from the center staff, the 
faculty of the department of pedi- 
atrics (and other departments), 
University of Miami School of 
Medicine. Special lecturers come 
from the Dade County (Miami) 
Medical Association and Dade 
County Department of Public 
Health. | 

The lecture program is supple- 
mented by the presentation of 
clinical material and a variety of 
visual aids. During the morning 
session, Group I works in the pre- 
mature nursery; Group 2 goes with 
public health nurses on visits to 
homes where there are or have 
been premature infants; Group 3 
discusses nursery procedures, and 
Group 4 discusses procedures of 
the obstetrics department. Groups 
rotate daily. 

Physicians attend conferences, 
make rounds, assist in the nurs- 
eries and hear special lectures. 
They also attend some lectures. 
prepared for both nurses and phy- 
sicians. 

The seminar subject matter cov- 
ers causes of prematurity and some 
obstetric problems, such as con- 
genital abnormalities, preparation 
for delivery of prematures, aseptic 
techniques, retrolental fibroplasia, 
safety and care of equipment, feed- 
ing, infections, growth and devel- 
opment of prematures, as well as 
the public health aspects of pre- 
mature care. 

Although the seminars have been 
well accepted, an evaluation dis- 
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closed that merely teaching 72 
nurses and a few physicians per 
year the techniques of premature 
infant care is not sufficient to cause 
a rapid decline in the premature 
death rate. Also, hospital adminis- 
trators and directors of nursing 
service have pointed out that diffi- 
culties arise in releasing even one 
nurse for training from their staffs 
for five days. They also point out 
that many other registered nurses, 
licensed practical nurses and 
nurses’ aides—besides those direct- 
ly assigned to a nursery—give 
nursing care to the newborn under 
supervision. Training for these 
groups is also considered impera- 
tive. 


DEMONSTRATION CLINICS 


These observations led to the 
initiation of a series of one-day 
‘fcrossroads’’ meetings called 
“Demonstration Clinics on Care of 
Premature Infants”. These clinics 
are planned on a regional one-day 
basis and are designed to serve 
a group on contiguous counties. 
These counties are rural, with 
smaller hospitals (25-50 beds) 
serving broad geographical areas. 
Two of these clinics have been 


held annually, with attendance far 


above that anticipated. 

The faculty for the clinics is 
composed of personnel from the 
demonstration center, including the 
medical director (a private pedi- 
atrician in Miami), the co-director, 
an assistant professor in the de- 
partment of pediatrics and the head 
nurse. A supervisor from the staff 
of the Dade County Department of 
Public Health is also on the faculty. 
To get this group of busy individ- 
uals to leave their work and to 
travel many hours around the state 
is no small feat. The programs be- 
gin at 9:30 a.m. and close at 9:30 
p.m. 

The daytime sessions in the 
crossroads clinics are given over to 
teaching nursing personnel. The 
professional team demonstrates the 
use of equipment, discusses the 
handicaps of prematurity, aseptic 
technique, various methods of 
feeding, general care of premature 
infants and instructions to parents. 
The discussants also explain how 
the county health departments can 
assist in preparing the home for 
the reception of the premature in- 
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fant and his vital follow-up pro- 
cedures. Visual aids supplement 
the talks, and former premature 
patients from the area are used as 
clinical material. 

Subjects discussed at the eve- 
ning program, which are now sole- 
ly for physicians, include feeding 
techniques, retrolental fibroplasia, 
respiratory dilifficulties, jaundice, 
infections and any other topics the 
physicians wish to discuss. Physi- 
cians have traveled as far as 80 
miles each way to attend, in fairly 
encouraging numbers. 


A series of slides on premature > 


care was one of the outcomes of 
the seminars and clinics. The slides 
were taken and the lectures taped 
during one seminar. Later the tapes 
were transcribed, edited and ex- 
cerpts used as commentaries for 
the slides. The five sets in the 
series cover aseptic technique, ret- 
rolental fibroplasia, polyethylene 
tube feeding, care and maintenance 
of equipment, and the public health 
department and the premature in- 
fant. The sets originally were 
available only on loan to medical 
and nursing groups in Florida. 
However, they proved so popular 
that a plan has been evolved 
whereby they may now be sold to 
groups anywhere. The approximate 
cost is $43. 


PROGRAM EVALUATION 


In an evaluation of the seminars, 
the consensus of the nurses was 
that they learned a great deal. 
They liked the informality and 
opportunity to discuss their own 
problems in small groups. Before 
a nurse is accepted in the program, 
the director of nursing service (or 
the hospital administrator) is asked 
if it will be possible for the nurse 
to share her new information with 
others on her return to the hospi- 
tal. The nurses make their reports 
to administrators, directors of nurs- 
ing, nursery staff members, entire 
staff meetings, district nurses as- 
sociations, boards of trustees, hos- 
pital auxiliaries and other inter- 
ested groups. 


What has been most encouraging 
about the program is that the 
nurses who have attended have 
also recruited colleagues for sub- 
sequent seminars. They also report 


\ 


changes being made in their hos- 


pitals in the care of the newborn, 


both full-term and premature. 
Aseptic techniques are being 
strengthened; the indwelling tube 
for feeding is replacing the medi- 
cine dropper; safety measures are 
being installed or improved; oxy- 
gen analyzers and other equipment 
are being purchased, and the gen- 
eral care of the mother and infant 
from admission to discharge is im- 
proving. 

Pediatricians report that prema- 
ture infants are receiving better 
care in the nurseries of hospitals 
whose personnel have participated 
in the programs. General practi- 
tioners who have taken the course 
report the acceptance by hospital 
staffs of many of the recommenda- 
tions on feeding techniques, for- 
mulas, skin care, etc. 

At the suggestion of some mem- 
bers of the Florida Hospital Asso- 
ciation, a special committee of the | 
association has been appointed to. 
assist in arranging programs on 
premature care for administra- 
tors. This was considered appro- 
priate because administrators han- 
dle budgets, an important aspect 
of any program designed to im- 
prove patient care. 

Local health departments are 
renewing their efforts to provide 
home instruction to the family 
prior to discharge of the patients. 
Physicians believe such instruction 
prevents many readmissions and 
subsequent serious illnesses or 
deaths among these infants. Fol- 
low-up visits or clinics are also 
available in many areas. 

Other plans are being made for 
greater assistance to professional 
and lay groups on the “what, why 
and how” of premature infants. 
Recently, the program has been | 
opened to physicians and nurses in 
Alabama, Georgia and South Caro- 
lina. This makes the demonstration 
center a regional focus for training ~ 
in the care of premature infants. 

In addition, in December, sepa- 
rate programs for physicians and 
nurses were instituted, with a two- 
day short course being offered to 
doctors. This proved to be of in- 
terest to physicians because 11 
signed up for the first two-day 
course. It is believed that these 
concentrated efforts will result in 
the saving of many lives. ba 
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by JOSEPH SHYNE. 


FINER scrutiny of duties, 
responsibilities and improve- 
ment programs, which comes with 
today’s emphasis on better man- 
agement, suggests new ideas re- 
garding the administrator-engineer 
relationship. Charts and procedure 
schedules are becoming as familiar 
an identifying emblem of the mod- 
ern hospital engineer as wrenches 
and sling psychrometers. The en- 
gineer’s problems are no longer 


only the malfunctioning water 


softener or the overloaded electri- 
cal circuit in the nursery. His area 
of activity has expanded beyond 
machine repairing to personnel 
management, maintenance pro- 
graming and long-range and short- 
range planning. This broader and 
more management-minded range 
of activities accentuates the impor- 
tance of good administrator-engi- 
neer relationships, and of close and 
accurate communication between 
the two. 


ENGINEERING MANAGEMENT 


The highly technical components 
of hospitals and the increased costs 
of replacing and repairing equip- 
ment and buildings has upgraded 
the position of the hospital engi- 
neer in the personnel scale. He is 
a man who can spend or save 
money for the hospital. He is one 
whom the wise administrator gives 
an important place in the admin- 
istrative council and on whom the 


I. Joseph Shyne is administrator, Gerald 
Memorial Hospital, Alamogordo, 
. Mex. 


Charts and procedure schedules now 
identify the hospital engineer as well 
as wrenches and sling psychrometers, 
according to the author, who discusses 
the value and components of an effec- 
tive engineer-to-administrator reporting 
system. 


administrator relies for important 
information and advice regarding 
the physical plant and future plan- 
ning. To cope with increasing re- 
sponsibility, the engineer must be 
continually better informed about 
principles of management, and his 
reporting and communicating with 
the administrator should reflect this 
in terms of specific, well-founded 
recommendations on plant im- 
provement, equipment modifi- 
cation, machine obsolescence and 
also on such items as wage incen- 
tive suggestions, job reorganization 
and the like. 


THE MONTHLY REPORT 


The chief record of the hospital 


engineer should be his monthly re- 
port to the administrator. Prefer- 
ably, this report should go to the 
administrator in duplicate so that 
a copy can come back to the engi- 
neer with notations. 

This report should include all 
of the many elements that tell the 
department’s story: (1) volume of 
work done; (2) the cost; (3) the 
plan of the coming month’s activi- 
ties; (4) suggestions for hospital 
improvement; (5) statistics on con- 
sumption of necessary service 
facilities; (6) number and break- 


REPORTING 


- down of service calls; (7) man- 


hours spent in preventive main- 
tenance; (8) man-hours spent in 
plant improvement, and (9) spe- 
cial projects prepared, courses tak- 
en or professional meetings attend- 
ed by engineering personnel. 

The report should also include 
information on the number and 
classification of personnel, and 
(whether this information comes 
from the engineer or the account- 
ing office) the cost of personnel, 
utilities, outside repairs, remodel- 
ing, material purchased, etc. 

Every figure requiring explana- 
tion should be thoroughly ex- 
plained. The report also should 
present information that reflects 
the management quotient of the 
engineer as represented in happen- 
ings during the month: job or per- 
sonnel changes and reasons for 
them; overtime, if any, and why; 
salary change recommendations, . 
and why; projects suggested for 
the future, and why; suggestions 
that will improve the department 
or the hospital, and why. 

The administrator’s “reply” to 
this report in the form of notations 
on the copy he returns can help in 
the development of better man- 
agement techniques by the engi- 
neer. These notations may be ques- 
tions, comments or suggestions. “Is 
the excessive time spent on refrig- 
eration repair due to poor equip- 
ment, unsuitable tools or untrained 
personnel?” “Your suggestion for 
additional landscaping on the north 
side is excellent. Call Mr. Green.” 


HOSPITALS, J.A.H.A. 


and maintenance 
50 


“Since Smith is leaving, can you 


possibly divide his work between 


Ryan and Wilson and help save 
the hospital a salary?” 

Even, though the engineer and 
administrator may talk frequently 
in the office, the coffee shop or the 
boiler room, the written monthly 
‘report is still essential. It has the 
value of a written record. It lends 
itself to month-to-month compari- 
sons. It spurs the maker to action 
on subjects that he has indicated 
as trouble spots. It gives the ad- 
ministrator a chance to deliberate 
and study certain points and to 
make more thoughtful replies and 
recommendations. It gives him the 
opportunity to be more effective in 
guiding the future activity of the 
department so that it conforms to 
good management and so that it is 
more harmonious with the over-all 
progress of the hospital. 


OTHER REPORTING TECHNIQUES 


A printed form noting all sub- 
jects that should be reported 
monthly for a particular hospital 
is most helpful. It should provide 
sufficient space for subjective ex- 
planations from the engineer and 
also comments by the administra- 
tor. It should provide space for the 
engineer to outline any plans he 
has for the coming month and for 
longer range plans that will soon 
be put into action or are suggested 
for such, 

Another reporting technique that 
the engineer should use is the sim- 
ple day-to-day memo, this in trip- 
licate, and preferably on a snap- 
out form. A copy stays with the 
engineer; 
make his comments on fo, and 
send one back to the engineer. This 
memo can be used for transmitting 
any bit of information to the ad- 
ministrator and provides an easy 
and quick means of reply. 


Even though the item passed on. 


in this way may have been men- 
tioned casually in a corridor dis- 
cussion, most administrators pre- 
fer to receive the information in a 
written memo because it brings 
the matter up at a time when it 
can be given more adequate con- 
sideration and when a more stud- 
ied answer or opinion can be given. 
Administrators, too, often prefer 
to use the memo method of passing 
on information or instructions to 
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the engineer and other department 
heads, since there is less chance it 
will not go unattended or be over- 
looked. 


‘THE INFORMAL CONFERENCE 


Written reporting should not, 
however, exclude conferences be- 
tween the administrator and the 
engineer. These are necessary for 
(1) developing personal friend- 
ships and understanding; (2) dis- 
cussing the several sides of a prob- 


lem and sifting out the elements 
that are sought after, and (3) 
making a communication more ex- 
act and effective. The engineer 
should know when and where he 
can best talk to the administrator. 

The administrator likewise 
should make an effort to have 
friendly and constructive conver- 
sation with the engineer. It is part | 
of his job, as over-all director of 
the hospital operation, to stimulate 
the engineer’s interest and enthus- 


the administrator can 
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iasm and to help in his develop- 
ment into a better manager and 
supervisor. He is aware of the key 
position of the engineer and the 
advantage to the hospital of the 
engineer being well-informed on 
all plans and well-trained in su- 
pervision and management. He 
knows how the little things he does 
can help the engineer to perform 
with greater proficiency. 


It is important to the adminis- 
trator that the engineer develop in 
management and supervisory abil- 
ities to keep stride with hospital 
progress and to increase the serv- 
ice and efficiency of the depart- 


ment. A good reporting system by © 


the engineer gives the administra- 
tor an easy start to help in the 
engineer’s work and develop- 
ment. 


NOTES AND COMMENT 


Hospital engineers decorate new power plant 


The heart of any hospital is the power plant where such vital neces- 
sities as steam, electricity and hot water are generated and distributed 
to the various areas of patient care. Any boiler room, large or small, is 
fully efficient only when the staff of operating engineers and maintenance 
men take pride in their work and equipment. To create and maintain 


this feeling of pride in the power 
plant, the engineering and mainte- 
nance department of Toledo Hos- 
pital decided to decorate to make 
the atmosphere and working con- 
ditions as cheery as possible. 

In 1957, Toledo Hospital insti- 
tuted a $5.5 million dollar building 
program; a great deal of this 
money was spent to replace old 
equipment in the power plant. Two 
300-HP, coal-fired, water tube 
boilers were replaced with two 
new 510-HP, oil-fired units. A new 
deaereating feed water heater, two 
new boiler feed pumps, an oil 
heating set and other pieces of 
equipment were installed. Every- 


one was pleased with the new 
equipment, but the power plant 
was still located 15 feet below 
ground level, and was very dark. 

It was then that the assistant 
engineer and the chief engineer 
decided to try to brighten up the 
place with a color scheme that 
would create a greater sense of 
pride in the staff and make their 
working area more cheerful. Each 
man was consulted and asked for 
his ideas. After careful study and 
planning, the big job of decorating 
the plant was begun. 

The first task was to spray-paint 
the ceilings and sidewalls of the 
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boiler room and engine room. There 
are 35-foot ceilings in both these — 
rooms, so scaffolds were rented. 
Ceilings and sidewalls, which were 
originally dark red, were thor- 
oughly washed and scrubbed to re- 


move the coal dust that had ac- 


cumulated in cracks and crevices. 
After this was accomplished, they 


were sprayed with white paint. 


The staff worked with enthusiasm 
and each one seemed to take a 


- great interest in the work. 


The overhead distribution lines 
were the next to be painted. These 
were painted a light gray, except 
for the fire main lines, which were 
painted red. Color coding of all 
lines was accomplished by using 
various colors of masking tape. All 


lines. throughout the hospital and 


power plant were color coded ev- 
ery 15 feet. 

The two new boilers were the 
next objective. The boiler casings 
were painted with heat-resisting 
aluminum paint, which is not un- 
common. One of the engineers 
suggested painting the ends of both 
steam and mud drums gold. The 
crabs holding the manhole doors 
were painted a glossy black. All 
valve handwheels were painted 
red and the spokes were painted 
green. The tube access doors were 
painted gold with hinges trimmed 
in black. 

All pumps, turbines and other 
equipment were painted a ma- 
chinery gray and their steam chests 
were painted black. Valve hand- 
wheels were painted the same as 


those on the boilers. The steps of 


all ladders and catwalks were 
painted tile red; the vertical risers 
of hand rails in vermilion, and the 
handrails themselves with black. 
The final phase of the operation 
was now in sight. The concrete 
floors were painted tile red and a 
three-foot wide walkway to all 
pumps and aisles was painted dark 
gray. What formerly was a coal 
storage bin was converted to a 
locker room. The entire engineer- 
ing staff is proud of this accom- 
plishment. Visitors are welcomed 
at every opportunity to view the 
transformation, brought about en- 
tirely by the hospital’s own engi- 
neering and maintenance depart- 
ment.—CHARLES ROSENCRANTZ, 
chief engineer, Toledo (Ohio) Hos- 
pital. 
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for people on salt or 


FREE 


No obligation 
DIAMOND CRYSTAL 
Substitute Packets 


— 


Two new substitute seasoning 
products (along with a Lemon 
Wedge) are available with - 
Diamond Crystal Salt Com- 
pany’s regular line of 
seasoning packets. Created 


free diets, they provide an 
individual, sanitary and time- 
saving method of service. 


Mail this postage-paid card for FREE trial offer 


meals with DIAMOND CRYSTAL 


Salt or Sugar Substitute Packets and Lemon Wedges! 


SALT SUBSTITUTE — Packed in Diamond Crystal's exclusive, fluted 
design packet for controlled application. Resembles salt in taste, appear- 
ance, pouring quality and stability. Each packet contains sufficient salt 
substitute for a complete meal. 
SUGAR SUBSTITUTE—100% Calorie-free. Fluted design, 
controlled ‘‘shaker-action” packet contains sugar substitute equivalent to 
two teaspoonsful of sugar. Helps serve special dietarians with speed and 
efficiency. 

LEMON WEDGE—Less expensive than a lemon slice. Packed in a single 
flute foil packet. Granular in form, dissolves quickly. Eliminates cutting 
lemon slices, easy to serve, sanitary. No squeezing or sticky fingers. 


sugar- 


No 
Postage Stamp 
Necessary 


If Mailed in the 
United States 


[ BUSINESS REPLY MAIL | 


Permit.No. 6, St. Clair, Michigan 


Institutional Sales Department 


DIAMOND CRYSTAL SALT COMPANY 
ST. CLAIR, MICHIGAN 
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Save time... labor... money! 


Dietitians and hospital supervisors the 
country over have proclaimed Diamond 
Crystal’s Salt and Pepper Packets an 
ideal method for serving patients and 
personnel ‘portion-controlled’ season- 
ing products. 

Diamond Crystal Seasoning Packets 
are sanitary, disposable, hygienic. Each 
packet contains sufficient salt or pepper 
for a complete meal. The exclusive 
fluted design ‘‘shaker-action’’ packet 


permits controlled application. 

Why lose time washing, refilling and 
serving salt and pepper in old-fashioned, 
breakable dispensers? Use the modern, 
labor-saving seasoning packets. You 
can speed up service at peak periods 
and save many cleaning and refilling 
hours in the kitchen. 

Mail the coupon below for our FREE 
TRIAL OFFER—see for yourself how 
you can save time, labor and money. 


Gentlemen: Please send, without obligation, a FREE sample box of: 


[ ] Salt and Sugar Substitute and Lemon Wedge Packets 


Salt and Pepper Packets 
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ters RESPONSIBILITY OF the Divi- 
sion of Nutrition in the Food 
and Drug Administration is to as- 
sist in detecting the misbranding 
of foods and drugs that move in 
interstate commerce and in pre- 


venting the sale of products bear-— 


ing false and misleading labeling. 
A major effort is needed to control 
interstate traffic in products falsely 
promoted by food faddists and nu- 
trition quacks. 

In addition to prohibiting the 
sale of harmful substances under 
the Food, Drug and Cosmetic Law, 
the Food and Drug Administration 
has the responsibility of control- 
ling distribution of those products 
that are economic cheats. Even 
more important, perhaps, is the 
protection of the uninformed per- 
son who is encouraged to believe 
that his symptoms will be allevi- 
ated by a food supplement when, 
in fact, they are due to an undiag- 
nosed disease. Nothing is more 
tragic than the results that occur 
when people defer effective medi- 
cal treatment of cancer and other 
serious diseases in the belief that 
a nutritional scheme will afford 


adequate treatment. The sale of 


nutritional food supplements is a 
big business. The American Medi- 
cal Association has estimated that 


nutritional quackery cost 10 mil- | 


lion Americans more than $500 
million a year. 
What direction does the promo- 
tion of nutritional quackery take? 
Perhaps the most frequent and 


most damaging are the claims 


Oral L. Kline, Ph.D., is director, Divi- 
sion of Nutrition, Bureau of Biological 
and Physical Sciences, U.S. Food and 
Drug Administration. 
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In the first part of a two-part ar- 
ticle, the director of the Division of 
Nutrition, Food and Drug Administra- 
tion, describes the role of this division 
in protecting the public from harmful 
substances in food and from mislead- 


ing information about nutrition. The 


four myths about nutrition used by 
the food quack in promoting his wares 
are described, and the facts about vita- 


_ min-mineral supplements are aired. In 


the second article, to be published in 
the April 16 issue of this Journal, 
some current developments in nutri- 
tion, with implications for the hospital 
dietitian, will be discussed. 


which undermine confidence in our 
food supply. The Food and Drug 
Administration distributes a leaf- 
let entitled “Food Facts vs. Food 


Fallacies,” in which four basic 


myths of nutrition are described. 
These are a basis for much of the 
objectionable sales promotion. 


FOUR MYTHS ABOUT NUTRITION 


First, is the myth that all dis- 
eases are due to faulty diet, which 
causes a chemical imbalance in the 
body. According to this false 


' premise, it is almost impossible 


heed service and dietetics 


PART ONE OF A TWO-PART ARTICLE 


FACT 
and fiction 
in nutrition 


by ORAL L. KLINE, Ph.D. 


for the average person to eat a 
completely adequate diet. Some- 
thing is sure to be missing which 
can be supplied only by the food 
supplement being offered for sale. 
Of course, there are some diseases 
that are caused by dietary defi- 
ciencies, but these are rarely en- 
countered in the United States. 

Second is the myth that soil de- 
pletion causes malnutrition. The 
promoter states: repeatedly that 
continued cropping has-so impov- 
erished our soil that foods grown 
on it are nutritionally inferior. 
Such promoters also attack the use 
of chemical fertilizers, claiming 
they “poison” the land and the 
crops grown on it. They preach 
that the only salvation from these 
supposed evils is by so-called or- 
ganic farming, by the use of “na- 
tural” foods and by supplementing 
the diet with various special die- 
tary products which they just hap- 
pen to have for sale. 

No scientific basis exists for the 
theory that crops grown on poor 
soil, or with the help of chemical 
fertilizers are nutritionally infe- 

(Continued on page 58) 
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looks and tastes like 
fine cooked pudding! 


Here’s an instant pudding that’s as lus- 
ciously smooth and really good-tasting as 
a carefully-made, fine cooked pudding — 
Kraftts new Instant Pudding and Pie Fill- 
ing. Preparing it is really “a snap”! 

No milk to scald! No ingredients to mix 
and stir over a hot stove. And Kraft’s new 
product has none of the shortcomings of 
ordinary instants: lumpiness, undissolved 
particles, gummy appearance, starchy taste, 
loss of gloss, etc. | 

Kraft Instant Puddings come out perfect 
every time. They “hold the cut” in pie 
shells. They “hold over” well—and rewhip 
to creamy smoothness for the next serving 
period. Fruit, nuts or other ingredients dis- 
tribute much more evenly due to “fast set.” 
Added flavor, like almond to butterscotch 
or mint to chocolate, doesn’t cook out on 
you. And meringue holds up beautifully on 
Kraft Instant Pie Fillings. 

Frankly, cooked or instant, nothing 


equals these 3 new Kraft products. Make 


this pleasant taste-discovery for yourself 
and for those you serve. See your Kraftman. 


3 Quick Steps—Only 7 minutes 


Pour 1 gal. chilled milk into mixer. Set 
“slow” and add 1 pkg. Kraft Instant Pie 


Filling and Pudding. Mix 1 minute. 


Scrape down bowl. Continue 
mixing (about 5 min.) until 
pudding is smooth and creamy. 


Pour into baked pie shells, individ- 
ual dishes or shallow pans. Mellow 


14-hour in 
refrigerator. 


Makes 36 4-cup portions 
Costs about 4¢ per serving 
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Angelica’ S 


answer to og 


Now a surgeon gown designed at a da lowest 
possible cost for absolute maximum coverage. 
No more pinning! This gown stays closed in any 
position. The overlapping back gives complete 
back and side coverage. 


Check these special features: Double ties. Tun- 
nel belt for adjustable waist. Top tie at collar 
adjusts to any size. Double yoke. Raglan sleeves. 
Double sock cuffs. Choice of colors and sizes. 


Insure sterility. Call your Angelica representa- 
tive today. 


UNIFORM COMPANY 


1429 Olive St., St. Levis 3, Mo. 
107 W. 48th Street, New York 36, N. Y. 
177 N. Michigan Ave., Chicago 1, IIlinois 
1900 W. Pico Bivd., Los Angeles 6, Calif. 


e 317 Hayden St. N. W., Atlanta 13, Ga. 


MATCHING 
SHOE COVERS 


‘The latest step in sanitary, 


surgical footwear. Soft flexi- 


conductive rubber sole 


and grounding strap. San- 
forized and completely 
washable. 


rior. Some soils have been so de- 
pleted that they will no longer 
produce a good yield. However, 
rather than being depleted, most of 
our soils are capable of producing 
abundant supplies of nutritious 
food. For the most part, foods dif- 
fer in composition within an ex- 
pected biological range of varia- 
tion. The only disease in man that 
is known to be associated with any 
deficiency of soil is simple goiter 
caused by a lack of iodine in cer- 
tain areas. The deficiency of this 
essential element is easily reme- 
died by the use of iodized salt. 
Third is the myth of overproc- 
essing. The food supplement pro- 
moters commonly exaggerate the 
fact that some methods of food 
processing and cooking do result in 
removing or reducing some of the 
vitamins and minerals contained 
in foods. On this basis, false claims 
are made for various types of 
cooking utensils sold at greatly in- 


- flated prices. Overlooked is the fact 


that modern food processing meth- 
ods have been devised to preserve 
nutritional values or to restore 
them to foods. Good examples are 
the canning or freezing of fruits 
and vegetables at the peak of nu- 
tritional perfection, and the nutri- 
tional improvement of flour, bread, 
milk, and margarine with added 
vitamins and minerals. 

The amounts of such additions 
have been carefully calculated by 
scientific authorities to supply 
known dietary requirements. How 
swell this scientifically guided food- 
improvement program has _ suc-— 
ceeded is shown by the fact that 
once prevalent deficiency diseases 
such as rickets and pellagra are 
now so rare that it is difficult to 
find a case for clinical study. 

Fourth, the myth of subclinical 
deficiencies describes everyone as 
malnourished who has “that tired 
feeling’ or an ache or pain in al- 
most any part of the body. His 
only salvation is to supplement his 
diet with some concoction. A “‘sub- 
clinical vitamin deficiency” is de- 
fined as a condition in which it is 
not possible to obtain any observ- 
able evidence of a vitamin defici- 
ency, but nevertheless a deficiency 
is suspected. 

Of course, no normal person can 
go through even a small part of 
his life without experiencing some 

(Continued on page 61) 
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Serve it hot...or serve it cold... 


Sexton Tea is qua/itea/ 


Serve Sexton Luxury Tea steaming 
hot . . . it’s got the inimitable Dar- 
jeeling aroma, taste and clarity that 
real tea drinkers demand. Or serve 
Sexton’s special ice tea blend . . . its 
flavor holds, through more ice than 
you can put in the glass. 

Tea drinkers are a discriminating 
breed. They will recognize . . . and 
appreciate . . . and want more of 
Sexton qualitea. Keep plenty on 


hand. The only beverage you can 
serve for less cost is plain water! 


JOHN SEXTON & CO. 
Serving the volume feeding market since 1883 
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BLOOMFIELD 


STAINLESS STEEL PANS 


...- more precisely made, 
to serve you better 


BLOOMFIELD INDUSTRIES, INC. - 4546 W. 47th St., Chicago 32, Ill. * jew y 
“where skilled American craftsmen surpass highest American quality standards"’ 


The outstanding fact about all Bloomfield Pans, Insets and 
Baine Maries is their amazingly smooth surface. Deep drawn 
of heavy-gauge, 18-8 stainless steel, they are free of all marks, 
wrinkles and unevenness. 

All steam table pans are made in 214", 4”, 6" depths and in 
sixth, quarter, third, half and full sizes. All nest perfectly. 
Smooth-fitting, cool-grip covers. Rounded corners and gleam- 
ing finishes are a cinch to keep clean. Best of all, Bloomfield 
transparent packaging keeps them ‘‘Factory-New”’ until they 
reach you. Each pan is completely sealed in clear polyethylene 
to keep out dust, dirt and grime. 

Ask your dealer to show you the complete Bloomfield line 
of pans and other stainless steel equipment, or write for the 
big Bloomfield catalog 

Branches: 


SEE US AT BOOTHS 1444-52, NATIONAL RESTAURANT SHOW, McCORMICK PLACE, CHICAGO, MAY 22-25. 
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of these symptoms. No basis exists 
for believing that they are usually - 


due to subclinical deficiencies. Such 
symptoms may be caused by many 
conditions other than a lack of 
vitamins or mineral deficiencies. 
Advice of a competent physician is 
needed to identify a vitamin or 


mineral deficiency state and to 


prescribe proper treatment. The 
competent physician will not over- 
look such “musts” as calcium dur- 
ing pregnancy, or vitamins C and 
D for babies and young children. 


VITAMIN-MINERAL SUPPLEMENTS 


Nutrition authorities agree that 
the best way to buy vitamins and 
minerals is in the packages pro- 
vided by nature—vegetables, 
fruits, milk, eggs, meats, fish, and 
whole grain or enriched bread and 
cereals. The public should distrust 
any suggestion of self-medication 
with vitamins or minerals to cure 
diseases of the nerves, bones, 
blood, liver, kidneys, heart or di- 
gestive tract, except in certain 
cases which only a physician is 
competent to recognize and pre- 
scribe treatment. 

After the vitamin theory was 
developed in the early part of this 


: century, the vitamin D enrichment 


of milk played a major role in con- 
trolling simple rickets; the bread 
and flour enrichment program, 
started in the late 1930’s, helped to 
overcome vitamin and mineral de- 
ficiencies that developed in seg- 
ments of the population during the 
depression; the discovery and pro- 
duction of vitamin B,, in the early 
1950’s meant the end of suffering 
for the pernicious anemia patient; 


and the routine use of vitamin K 


before childbirth ended the occur- 


‘rence of hemorrhagic disease of 
the newborn. But the pseudoscien- 


tists misapply worthwhile scien- 
tific discoveries to the point that 
the public is greatly confused and 
misled. At one time or another, 
food manufacturers put crystalline 
vitamin B, into the entire gamut of 
commercially produced foods in- 
cluding chewing gum. They manu- 
factured pills and capsules with 
increasingly higher concentrations 
of vitamins until the amounts be- 
ing furnished are far greater than 
needed by normal persons. A mul- 
tiplicity of ingredients was added 
to vitamin-mineral supplements 
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until the average consumer had no 
knowledge on which to make a 
choice, 

In our attempts to keep fortifica- 
tion of food with vitamins and 
minerals within reasonable bounds, 


we have relied upon the Statement 


of Policy published jointly by the 
Food and Nutrition Board, Nation- 
al Research Council and the Coun- 
cil on Foods and Nutrition, AMA. 
This statement clearly defines con- 
ditions under which it is desirable 
to supplement staple foods with 
nutrients. When the issue must be 
decided in a court action, we must 


depend upon the testimony of nu- 


trition authorities who have 
studied the problems involved and 
who are willing to take a strong 
position against misuse of nutri- 
tion science. 

We have been reasonably suc- 
cessful in holding the line for foods 
for which standards of identity 
have been promulgated under. the 
Food, Drug and Cosmetic Act. 
However, many vitamin-mineral 
preparations contain ingredients in 
amounts that have no rational re- 
lationship to human requirements 
or needs. Some of the vitamins are 
offered in amounts that are 10 or 
more times the required level. A 
product was recently encountered 
with 94 ingredients listed on its 
label, with additional statements 
that it “has everything” and “will 
do everything,’’ including cure 
cancer, arthritis, heart disease, 
muscular dystrophy, liver and kid- 
ney diseases, sterility, influenza 
and many other disorders. Small 
wonder that the ordinary pur- 
chaser is confused when, under 
pressure of constant reminders 
from television, radio, newspaper 
and magazine advertising, and the 


continual urging of solicitous 


neighbors and friends, he finds 
himself at the counter trying to 
select a dietary supplement for 
whatever ails him. In light of this 
confusion, it may be necessary to 
define by regulation what is a food 
or a dietary supplement. Of great 
help in considering such a defini- 
tion is the report of the Council on 
Foods and Nutrition, AMA, en- 
titled “Vitamin Preparations as 
Dietary Supplements and as Ther- 
apeutic Agents,” which appeared 
in the Journal of the AMA Jan. s, 
1959. 


with mobile 


Thermilainer 


The Type HB-3 Thermotainer is a complete 
serving line on wheels. It provides 3 steam 
table wells for standard 12” x 20” pans. 
lt is equipped with a plate storage shelf 
and 2 big Thermotainer compartments — for 
six 12° x 20” x 2” pans of various prepared 
hot foods. 


Type HB-3 easily rolls through all standard 
doors on big rubber-tired wheels. Beauti- 
fully designed so you can use it anywhere 
—buffet and banquet service, outdoor and 
pool-side—wherever hot food service is a 
problem because of location. | 


Thermotainer’s many exclusive, proven fea- 
tures are your guarantee that food will be 
kept hot and delicious until the moment of 
serving. 

Only Thermotainer gives you compartment 
design, channeled heat for uniform com- 
partment temperature and humidity, NSF 
and UL approved construction, shelf-type 
doors and thermostat control, to mention 
only a few. 

Get full details and information on 3 Type 
HB units and on more than 77 other Ther- 
motainers. Write for new catalog. 


FRANKLIN PRODUCTS CORP. 
400 W. Madison Street Chicago 6, i. 


See us at Booth 1533, National Restaurant 


McCormick Place, Chicago, May 22-25. 


Sold only through av- 
thorized Thermotainer 
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Summer Cycle Menu 
for the Midwest 


HE bi-pay selective spring cy- 
i oe ‘menu and market orders 
for perishables are designed par- 
ticularly for hospitals in the Mid- 
west section of the United States. 
These menus, which may be used 
during June, July and August, fea- 


ture foods popular in the Midwest. 


The menus in this issue are the 
first in the four-part series of 
summer cycle menus published in 
this Journal. The South-Southwest 
summer cycle menus will be pub- 
lished in the April 16 issue of the 
Journal. The East and North- 
Northwest menus will be included 
in the May 1 and May 16 issues. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used | 


This cycle menu features a 


choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 


are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 

The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 


The spring cycle menus, published 
in the January and February 1961 
issues of this Journal, may be used 
during April and May. ; 


The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The market order includes 


all portion-ready meats, - oven- 
ready roasts, portion-ready sea- 
food, eviscerated poultry and other 
pre-prepared items. The amounts 
are computed on the basis of serv- 
ing 100 patient and _ personnel 
meals at breakfast, 125 at noon 
and 106 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily arrive at their market 
orders. 

An added feature of this menu 
service is the standard storeroom — 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and veg- 
etables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard storeroom inven- 
tory is also available upon request 
by writing the American Hospital 
Association, 840 North Lake Shore 
Drive, Chicago 11, Ill. 


NOTES AND COMMENT 


Favorite Recipes from Chicago Hospital 


Charlotte Janiec, chief dietitian, South Chicago Community Hospital, 
lists asparagus soufflé and mashed sweet potato puff balls among the 
favorite recipes at her hospital. These foods are included in her set of 
summer cycle menus beginning on page 64. 

Here are the recipes for these menu items. 


ASPARAGUS soOuFFLE 
(60 servings) 
14 lb. butter or margarine 
2 ce. flour 


1% gqts. milk 
2 thsp. salt 
30 eggs 
2 tsp. cream of tartar 


2% qts. pureed asparagus 


1. Prepare thick white sauce 
from first four ingredients. 
2. Separate eggs. 


62 


3. Beat yolks separately, add to 
the sauce, add asparagus. 

4. Beat egg whites and cream of 
tartar until stiff, but not dry. 

5. Fold into the egg yolk-aspara- 
gus mixture. 

6. Grease bottoms only of 9%” 
x 114%” baking pans. 


hour. 
8. Score surface of souffié to 
depth of ™% inch below crust of 


7. Bake in a 350° F. oven for one 


souffle when it comes from oven. 
The souffié will hold up much 
better for serving if scored. 


MASHED SWEET POTATO PUFF BALLS 
(50 servings) 
10 lbs. mashed sweet potatoes 
1 ec. melted butter 
2 brown sugar 
salt and pepper 


eges 
cornflake crumbs 


1. Combine sweet potatoes, 
butter, salt, pepper and brown 
sugar. 

2. Beat until fluffy. 

3. Chill thoroughly. 

4. Make balls using a No. 16 
scoop. 

5. Dip first in beaten eggs, then 
roll in corn flake crumbs. 

6. Fry in deep fat at 375° F. 3 to 
5 minutes. Drain. al 
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CONTINENTAL does a lot 


beyond being a mere trick. It's almost a dedication. The men who 
select, blend, roast and grind CONTINENTAL COFFEE are a dedicated lot. 
And that's the way it should be. Serving this superb coffee could do a 


A ‘lot for you and your people. 

E CONTINENTAL COFFEE COMPANY America’s Leading Coffee for restaurants, hotels and institutions © 
iq Roasting Plants From Coast to Coast + Main Plant: Chicago, IWinois 


There are tricks to every trade, but producing fine coffee goes well siNEy, 


: coffee does a lot for people 
for coffee 
* 


Ist WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU —prepared by Charlotte Janiec, chief dietitian, 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) South Chicago Community Hospital, Chicago, Ill. 
breakfast noon night 
Frozen Orange Juice and Pineapple Sherbet Shru Cream of Vegetable Sou iP 
or Applesauce (FS) Tur ey Club Sa ch (S) with Relishes (Cranberry Sauce-Sweet Roast “Sirloin of ors S) or Rice and Giblet Casserole 
Oatmeal or Ready-to- Satie: Ripe Olive-Celery Curl) (F) or Brown Braised Veal Cubes Whipped Potatoes (FS 
Eat high protein cereal | Broad Noodles Buttered Beets or i Creamed Spinach (FS) 
af Soft cooked egg oho Julienne (FS) or Creole Baked Zucchini — Fruits for Salad or Tossed Salad with Russian Dressing 
a Sliced Onion and Cucumber-Sweet Spice Dressi Golden Fluff Cake with Peppermint Candy Icing (FS) 
| or Molded Cranberry Sauce and Crushed Salad or Fresh Blueberries 
Vanilla Fudge ice Cream (S) or Fresh Sliced Peaches (F) 
Frozen Gra it Juice Barley Soup Clear Consomme 
(FS) er Banana, Sliced; Grilled a (FS) Baked Ham with Horseradish Cream Sauce, Mashed Sweet Potato Puff 
Farina or Corn Flakes or Shrimp (Longostinos) Newburg—in Toast Cup Balls sen potetone (3) of Roast Beef (S) 
Poached eee or Baked Potato (FS) Cream Pot 
— sin Sweet Cream Style Corn (F) er French Style Green Beans (S) Buttered Cauliflower (F) ya ) puttered Asparagus (S) 
Rolls Sliced Tomato Salad or Cream Cheese Stuffed Celery, Olive, Sliced Pineapple with Riced Lime Gelatin Center 
— Pickle-Spiced Apple Ring. -Relish Plate or Marinated Asparagus Spear Salad 
Golden Apricot Tapioca (FS) or Bing Cherries Applesauce Spice Cake Sith hite Ici 
or Bartlett Pear Halves in Syrup (FS) 
Frozen Ora mn uice *, Vegetable Soup Apple Jui 
or Stewed Prunes ( Chop —; 4 or Potted Beef Cube Steak (FS) rter of f Bar- € Chicken (FS) or Roast Leg of Lamb with Gravy 
Ready- -to-Eat Rice Cereal; Steamed Rice (FS & arsley Potato (FS 
or Oatmeal Baby Green Lima ns of Peas (S) Tips or Frozen Mixed @) 
Scrambled Eggs — Lime Gelatin with Rat mes on and Peeled Sliced Apricot Salad Peach Half with Mint Jelly Center or Whole Tomato Flower Salad 
ettuce Wedge with French Dressin ng Glazed Cherry Slices (S) or Watermelon — 
Spanish Cream with be Sauce (FS) 
or Pineapple with Dessert 
Pinea Juice (FS) Chicken tog owe Sou Mushroom Broth 
or Half of Grapefruit Cold Plate: Sliced Corned Beef-Swiss Cheese-Kaiser Roll-Tom Veal Parmigiana with Buttered Spaghettini or Pot Roast of Beef (FS) 
Cooked Whole Wheat Dill Pickle fey Cup (F) er Broiled Chopped Sirloin Cutlets (S 3 Oven Browned Potatoes (FS) 
Cereal or Ready-to- Baked Potato (S) Buttered Spinach (FS) or Italian Green Beans 
Eat Sweetened Baked ‘as Squash (FS) er Chopped Broccoli with Lemon Butter Tossed Green Salad with Oil and Vinegar Dressing 
Cereal Fepleenain teas lad or Pear and Fresh Blueberry Garnish Salad or Orange Gelatin with Mixed Fruit Salad 
= Bacon Strips uce and Sugar Cookies (FS) or Boysenberry Cottage Pudding Strawberry Shortcake (F) or Lime Sherbet (S) 


Raisin Cinnamon Toast 


Frozen Orange Juice (FS)| Cream of Tomato Sou Hawaiian Punch 
or Fish-Sticks with Caml and Macaroni Casserole (FS) or Lamp Chops Baked Whitefish (FS) or Roast Turkey Breast. 
Oatmeal or Ready-to- Whipped Potatoes Browned Potato Cakes (FS) 
Eat Wheat Cereal Stewed Tomatoes or Whole Carrots with Mint Jelly Glaze (FS) Creamed Peas (S) or Wedge Cut Harvard Beets (F) 
Cheese Filled Sweet Roll Cole Slaw or Peach and Pear Half Salad with Fruit Dressing Cranberry Wedge Salad or Wilted Leaf Lettuce 
Pla Pudding (S) or Raspberry Cream Tarts (F) 


friday 


Lemon Snow with Custard Sauce (FS) or Lazy Dazy Cake in Rice 
Grapefruit-Pineapple Split Pea Soup Tomato Consomme 5 
Drink (S) or Frozen S erd’s Beet tag (FS) or Corned Beef Hash with Poached Egg Veal in Sour Cream with Noodles (FS) or Salisbury Steaks ra) 
Strawberries over Twice Baked P Lyonnaise Potatoes > 
Sliced Bananas (F) Sweet-Sour Red Gabba (F) or Creamed Chopped Spinach (S) Succotash (F) or Wax Beans (S) rs 
Puffed Rice or Fruit Cocktail Salad with Lime Fruit Dressing Grapefruit Segments and Cranberry Sauce 
Wheat Cereal or Marinated Tomato Salad or Lettuce Wedge-Shredded Coret-Creomy French Dressing 
Scrambled Eggs Tapioca Cream (S) or Sliced Elberta Peaches (F) Chocolate Pudding with Whipped Cream Decor (FS) or Watermelon 
Tomato Juice (FS) or Mixed Fresh ee Cup with Blueberry Decor Chicken Noodle Soup 
Half of Grapefruit Oven Baked Chicken * or individual Pork and Veal Loaves Sliced Baked Ham with American Cheese and coon Peta 5 
Farina or Ready-to-Eat Whipped Potatoes (FS) Tomato Flower and Relishes or Cheese Rarebit oast 
Sugar Wheat Cereal Corn on Cob (F) or ragus Souffle (S) Fried Green Tomato Slices or Whole Fresh Green Beans (FS) 
Coconut Filled Coffee Creamed Banana and Chopped Pecan Salad Molded Black Cherry Gelatin and Chopped Bing Cherries o 
5 Cake or Sugar Ring er Sliced Tomato and Cucumber Salad with French Dressing or Sliced Orange and Coconut Salad < 
Cake Whole Peeled Apricots (S) or Raspberry Revel ice Cream (F) Date Nut Bars or Sliced Pears i - Syrup (FS) = 
(F}—Full Diet (S}—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF POULTRY Parsley Bunch 1 doz. 
3 Brisket, Corned U. S. Good 33 Ibs. 100 | Fowl (Eviscerated) Grade A, 5 Ib. av. 40 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
© | Butt, Sirloin (B.R.T.) U.S. Good 33 Ibs. 100 | Fryers (Eviscerated) Grade A, 2 Ib. av. 30 Ibs. 60 | Radishes : Bunch 1 doz. 
wm | Ground Beef U. S. Good, 5 Ib. pkg. 25 Ibs. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 50 Ibs. 100 | Squash, Acorn 1 bushel. 
4 Round (Top, Boneless) U.S. Good 20 Ibs. 60 | Giblets, Chicken 1 Ib. pkg. 4 Ibs. 20 | Squash, Zucchini 5 Ibs. 
& | Steaks, Cubed U. S. Choice, 20 Ibs. 80 said decane — ae Repacked (5 x 6) = 
Stew U. S. Good 16 Ibs. 80 | Bananas. Ripe 41 Ibs. 7 
Blueberries 6 qt. FROZEN FRUITS 
LAMB Cantaloupe Crate, 45s Y, doz. Grapefruit Juice Con., 32 oz. can 3 cans 
Chops, Loin U E pggnae 15 tbs. 40 | Cherries, Bing 15 Ib. box 1 box Grapefruit Sections 8 Ib. can 2 cans 
: Grapefruit Seediess, 70s 2 doz. Orange Juice Con., 32 oz. can 3 cans 
s PORK Oranges 176s 2 doz. Strawberries Sliced, 8 Ib. can, 1 can 
Bacon (Sliced) 24-26-1 Ib. 7 Ibs. Peaches Basket 20s 16 baskets boned 
: Ham (Pullman) Ready-to-eat 20 tbs. 30 | Watermeion _ 30-35 Ib. av. 5 FROZEN VEGETABLES | 
Sausage (Bulk) Lean 7% Ibs. FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. * Sibs. 30 
Bena, Grose 14 bbs. Asparagus Spears, 2% ib. pkg. 2% Ibs. 15 
Beans, Green Cuts, 24% Ib. pkg. 2% Ibs. 15 
Chop Suey Meat S. Good Bibs. 40 | Cabbage Beans, Green Julienne, 2% Ib. pkg. 2% Ibs. 15 
Shoulder (Boneless) U.S. Good 40 Ibs. 120 | Cabbage, Red 28 Ibs. Rienn Wax Cuts 2% Ib pkg. 2% ibs. 15 
Stew U. S. Good 2% Ibs. Cones Tapped, bag iran Broccoli Stems and buds «2% Ibs. 15 
Celery Pascal, 30s 1 doz. — 2% Ib. pkg. 
FISH Corn on the cob Bag, 50s 2 bags Cauliflower Buds, 2% tbs. pkg. 15!bs. 90 
= Fish Sticks, Frozen 20 Ibs. 803} Cucumbers ’ 18 cukes Spinach Chopped, 2% Ib. 22% Ibs. 135 
| Scallops Lettuce Head, 48s  Lerate | 
Shrimp 26-28 Ib. 8 Ibs. Lettuce, Leaf 10 heads | Succotash 2% Ib. pkg. 10 Ibs. 60 
Whitefish (Sea) Fillets 30 Ibs. 60 | Onions, Dry Yellow, bag 50 Ibs. Vegetables, Mixed 2% Ib. pkg. __ 10 Ibs. 60 
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2nd WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Charlotte Janiec, chief dietitian, 


South Chicago Community Hospital, Chicago, 


breakfast 


night 


F Juice (FS) 
Boysenberri 

Oatmeal or Corn Flakes 

Soft 


Cook 
Cinnamon Raisin Toast 


French Onion Soup 
Spaghetti and Ment Sauce with French Bread ne 
or Hot Turkey Slices with Cranberry Sauce (S) 
Whipped Potatoes (S) 
Diagonal Sliced Carrots (FS) or Frozen Mixed Vegetables 
Lettuce Wedge with Relish Dressin 
or Molded Strawberry Salad with Frozen Strawberries and Banana 
Prune Whip (S) or Fresh Apricots (F) . 


Apple Juice 
Broiled Ham Steaks (FS) or Braised Kosher Short Ribs 
Glazed Small Whole Sweet Potatoes, (FS) 
Creamed Sliced Cabbage or Peas (FS) 
Sliced Pineapple with Stuffed Date Center 

or Tomato Wedge Salad with Thousand Island Dressing 
Devils Food Cake with Fudge Frostin 

or Royal Anne Cherries in Syrup (FS) 


Prune Juice (S) or 
(F) 


Vegetable Sou 
Braised Beef Stew with Vegetables 
or Baked Fillet of Sole with Fresh Dill Sauce (S) 
Parsley Potato (F) 
Spinach with Lemon Butter (S) or Broth Braised Celery Sticks 
Peach Sunburst Salad or Celery Cabbage and Chantilly Dressing 
Apple Crumble with Vanilla Cream Sauce (FS) or Kadota Figs in Syrup 


Mixed Juice (S) 
Roast Leg of Veal (S) over Sage Dressing (F) 
or Breaded Baked Pork Tenderloin Cutlets 


Tele Baked Potato with Cheese (FS 


Brussels Sprouts (F) or Asparagus Tips (S) 

Marinated Cucumber Slices with Sour Cream Dressing 
or Molded Cherry Salad and Applesauce 

Lemon Gelatin Cheese Cake (S) or Fresh Peach (F) 


Frozen Juice 
(FS) or Sliced Peaches 

Farina or Ready-to-Eat 
Corn Cereal 

Apple-Raisin Sweet 


Lentil Soup 
Fricassee of Chicken Drum Sticks (FS) 
or Poached Egg in Veal re Cup 
Cottage Browned Potatoes 
Cut Green Beans (S) or Waele Kernel Corn ( 


Chicken Rice Soup 
Roast Sirloin of Beef (FS) or Canadian Bacon 
Rissole’ Potatoes (FS) 
Cauliflower with Parmesan Butter (F) or Creamed Asparagus Cuts (S) 
Chef’s Salad with Roquefort Dressing 
or Apricot Halves with Fresh Reapers Garnish 


i) Shredded Carrot and Raisin Salad with Spice Cream Dressing 

Bacon Strips or Sliced Tomato Salad Cantaloupe (F) or Lemon Chiffon Pudding (S) 
Gingerbread-Spiced applesauce with Whipped Cream Topping (F) 
or Applesauce (S) 
Apricot Nectar (S) Cream of Celery Sou Gra 
or Sliced ee a (F) — Bar-B-Q foston a Bun with Potato _— Swiss eak (FS) “ Ground Beef Cabbage Rolls 

Oatmeal or Ready-to- con Wrapped om Patties (FS) Whipped P Potatoes Fs 
__ Eat Wheat Cereal ecthenen Potatoes Mashed Squash with Orange Butter and Brown Sugar Sauce (FS) 
Scrambled Eggs Baked Half of Tomato with Buttered Crumbs or Buttered Sliced or Lima Beans 


Beets (FS) 
Tossed Green Salad with Relish Dressin 
or Cranberry Sauce Filled Pear Sa 
Hawaiian Rice rt or Nectarines with Grenadine Syrup (FS) 


Vinegar Beet Salad or Mixed Fruits for Salad 
Grapefruit Segments or Neopolitan Ice Cream Slices (FS) 


Blended Orange and Manhattan Clam Chowder Cream of Asparagus Sou up 
Grapefruit Juice (FS) | Creamed White Meat Tuna in Toast Cu mee 5) Cold Plate: Cold Sliced Turkey, Sliced Roast Beef, Macaroni Salad, 
or Blueberries or Ham Pinwheels with Orange-Raisin Spiced Ap pple, Olive, Pickle-Relishes 
Farina or Ready-to-Eat | French Ay Potatoes or Fresh Fillet of Salmon with Lemon Butter (FS) 
Sweetened Buttered Peas (S) or Broccoli (F) Creamed Small Whole Potatoes (FS) 
Cereal Marinated Jumbo Asparagus Spees Salad (S) Buttered Spinach (FS) or Fried Zucchini Squash 
Soft cooked egg or Cherry-Flavored Sliced Apple Salad Molded Cottage Cheese and Elberta Peach Salad 
Prune Filled Sweet Rolls | Lemon Cup Pudding (FS) or Fruit Cocktail or Mixed Garden Vegetables with Mild Garlic Salad Dressi 
Brownies or Sliced Bananas with Strained Strawberry Sauce (FS) 
Apple Juice (S) Beef Meg are: Cranberry Juice Cocktail 
or Frozen Grapefruit Breaded Baked ine A or Beef Strogonoff with Broad Noodles Meat Loaf (FS) or Lamb Kabobs 
Whipped Potatoes (FS Buttered Rice (FS) 
ed Rice Cereal or Harvard Sliced Beets or Buttered Green Beans (FS) Creole Kidney Beans (F) or Asparagus Souffle (S) 
wo -to-Eat Oat Nut-stuffed-Celery, Carrot and Cucumber Stick Relish Plate Red and White Slaw with Celery Dressing 
Cereal or Sliced Pineapple Salad or Sliced Orange and Strawberry Salad 
Baked Pork Sausage Creamy Tapioca Dessert (FS) or Purple Plums Bing Cherries (F) or Sliced Pears in Syrup (S) 
Corn Meal Squares with 
Currant Jelly 
Orange Juice aga _ Jellied Chicken Consom g Drink 


or Honeydew Melon 


Lemon Butter Baked Chicken (Quarters) (FS) or Scalloped Ham and 


ettuce-Tomato Sandwich or Ground Beef with Rice in Squash 


Oatmeal or Ready-to-Eat Potato Casserole with Mushroom Dressing and Giblet Gravy Halves (FS) 
e Wheat Cereal Franconia Potatoes (FS Cheddar Cheese with Twice Baked Potato (FS) ~ = mht yan B 
Pecan Coffee Cakes ered Sliced Kohirabi or Creamed — Carrots (FS) Deviled Egg Salad with Ripe and Stuffed Olives and ns 
Fruit Cocktail with Sour Cream Dressing and Pink Coconut Decoration or Grape Gelatin with Diced Pear Salad 
or Tomato and Bibb Lettuce with Russian a Peanut Butter Cup Cakes (FS) or Royal Anne Cherries 
Chocolate Chip Ice Cream er Sliced Peaches-Pears-Apricot-Banana 
Mixed Fruit Cup (FS) 
(F}—Full Diet (S)—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
mo BEEF ; : Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 24 Ibs. 30 | Potatoes, Sweet Hamper 50 Ibs. - 
z Ground Beef — U. S. Good, 5 Ib. pkg. 60 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 50 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
Liver Steer, sliced 16 lbs. 80 Radishes Bunch 1 doz. 
4 Roast, Sirloin (B.R.T.) U. S. Choice 24 Ibs. 70 FRESH FRUITS Squash, Acorn 30 
Round (Bottom) —__ U. S. Standard 40 Ibs. 80 | Apricots Lug 14 lug Squash, Zucchini 6 Ibs. 
S | Short Ribs U. S. Good 10 ibs. 20 | Bananas Ripe 35 Ibs. Tomatoes Repacked (5x6) «60 Ibs. 
= | Steak, Swiss U. S. Good, 4 oz. each 15 Ibs. 60 | Cantaloupe Crate, 45s 1 crate 
S | Stew U. S. Good 25 tbs. 100 | Cherries, Bing 15 Ib. box 1 box ———— 
pee: in Apples 8 Ib. can 2 cans 
LAMB Blueberries Dry, 8 Ib. can 1 can 
| Ground, Shoulder —_U. S. Good 20 Ibs. 80 Grapefruit Juice Con., 32 oz. can 4 cans 
Steaks, Shoulder Good, 50z. each 7 Ibs. 20 Grapefruit Sections 8 Ib. can 3 cans 
Peaches Basket, 20s 5 baskets 
Orange Juice Con., 32 oz. can | 6 cans 
PORK Plums, Purple Basket (5 x 5) 2 baskets 
S | Bacon, Canadian 2% Ibs. 20 | Raspberries 3 pints cin’ 
Bacon (Sliced) 24-26-1 Ib 5 Ibs. Strawberries Quarts 1 qt. | 
| Ham (Pullman) Ready-to-eat 47 Ibs. 140 FROZEN VEGETABLES 
Sausage (Bulk) Lean . 15 Ibs. 60 FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. 5 ibs. 30 
| Tenderloin Cutlets 5 ibs. 20 | Cabbage Bag 5 Ibs. Asparagus Spears, 2% Ib. pkg. 12% Ibs. 65 
Carrots Topped, bag 90 Ibs. Beans, Green Cuts, 2% ib. pkg. 17% Ibs. 105 
VEAL Celery Pascal. 30s 1 dee. Beans, Lima Small, green, 2% 2% Ibs. 15 
Leg (B.R.T.) U. S. Good 20 ibs. 60 Celery Cabbage ’ ppouens Ib. pkg. 
Sausage Sibs. 40 Broccoli 15 Ibs. 90 
poe Dill, fresh 1 bunch | Brussels Sprouts 2% Ib. pkg. 10 Ibs. 60 
5 bunches | Cauliflower Buds, 2% Ib. pkg. Ibs. 60 
uce Head, crate Spinach Chopped, 2% 12% ibs. 75 
ibs. 20 | ettuce, Bibb 12 Ibs. Ib. pkg. 
POULTRY Onions, Dry _..& Yellow, bag 50 Ibs. SSquash, Patty Pan 3 Ib. pkg.. 15 Ibs. 60} 
Fow! (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. Parsley A: J Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15. 
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3rd WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Charlotte Janiec, chief dietitian, 
South Chicago Community Hospital, Chicago, III. 


breakfast 


Tangerine Juice (S) or 
Stewed Pink Rhubarb 


(F) 
Oatmeal or Ready-to-Eat 
Bran Cereal 
Scrambled eggs 


Fresh Tomato Rice Soup 
Frankfurters with German Hot Potato Salad or Shepherd’s Lamb Pie (FS) 
Duchess Potatoes 
French Fried Onion Rings or Buttered Carrot Circles (FS) 
Pear Half and Fresh Blueberry Sala 
or Leaf Lettuce with Sweet-Sour Cream Dressing 
Custard Raisin Rice Pudding or Applesauce with Cinnamon Hearts (FS) 


night 
Vegetable Consomme 


Veal Scalloppini or Broiled Leevees Beef Steak (FS) 

Parsley Buttered Potato (FS) 

Buttered Wedge-Cut Beets (S) or Crumb Baked Zucchini Squash (F) 

Cantaloupe Ring and Honeydew Melon Balls with Lime-Honey Dressing 
or Chef's Salad with Creamy Garlic Dressing 

Layered Pineapple Chiffon Pie (F) or Salad-Cut Pears in Syrup (S) 


tuesday 


Frozen Orange Juice (FS) 
or Cantaloupe 

Farina or Puffed 
Wheat Cereal 

Soft Cooked 
or Almond filled 
Sweet Roll 


Tomato Juice Cocktail 

Creamed Dried Beef and Peas in Toast Cups (FS) 
or Pot Roast of Beef (Chuck) 

Oven Browned Potatoes (FS) 

Wax Beans (S) or Creole Celer ye) 

Sliced Peaches and Cranberry Sauce Salad 
or Whole Tomato with Mayonnaise Dressing 

Whipped Raspberry Gelatin with Ice Cream and Frozen Raspberries (S) 
or Pineapple Tidbits (F) 


Cream of Potato Sou 
Butter-Baked Chicken Breasts (FS) or Bar-B-Q Short Ribs 
Whipped Potatoes (FS) 
Asparagus Tips (S) or Corn on Cob (F) 
Fruits for Salad with Boiled Dressing 

or Shredded Cabbage and Crushed Pineapple in Lemon Gelatin 
Chocolate- Whipped Cream Cake Roll (FS) or Kadota Figs 


wednesday 


Peach Nectar (S) or 
Diced Fresh Orange (F) 
Ready-to-Eat Cocoa 
flavored Cereal or 
Ready-to-eat Rice 
Cereal 

Bacon Strips 

Cinnamon-Raisin Toast 


Apple Juice 

Italian Rice Casserole or Braised Lamb Shoulder Steaks (FS) 

Creamed Diced Potatoes (FS) 

Buttered Peas (S) or Broccoli Spears with Cheese Sauce (F) 

Mixed Italian Green Salad with Bleu Cheese, Oil and Vinegar Dressing 
or Spiced Beet Salad with Sour Cream Mayonnaise Dressing 

Peach Shortcake (FS) or Fresh Blueberries 


Corn Chowder 
Roast Turkey on Mushroom Dressing (FS) 
or Individual Meat Loaves with Spanish Sauce 
Scalloped Sweet Potatoes with Apples (FS 
Frenched Green Beans with Hot Bacon and Vinegar Dressing (F) 
or Carrot Coins (S) 
Tossed Fresh Vegetable Salad with Italian Salad Dressing 
or Lime Gelatin with Crushed Pineapple and Cream anes Salad 
Butterscotch Revel Ice Cream Slices (S) or Watermelon (F) 


thursday 


Frozen Grapefruit 
Juice (FS) or Stewed 
(frozen) Apple slices 
Oatmeal or Ready-to- 
Eat Wheat Cereal 
Poached Eggs in 
Toast Cups 


Beef Vegetable Soup 

Chop Suey-Chow Mein Noodles (F) or Scrambled Eggs (S) 

Baked Potato (S) or Baked Buttered Acorn Squash (S) 

Sliced Tomato and Cucumber Salad with French Dressing or Mandarin 
Pineapple Tidbit—Petite Marshmallow with Apricot Cream 


Pudding or Apple Cranberry Sauce (FS) 


Chicken Shell Noodle Soup 
Roast Loin of Pork (F) or Veal en brochette (S) 
Soft Potato Dumplings (FS) 
Chopped Creamed Spinach (S) or Creamed Celery Cabbage (F) 
Molded Cider and Applesauce Salad 

or Avocado and Grapefruit Segment Salad with French Dressing 
Blackberry Upside-Down Cake (F) or Fruit Cocktail (S) 


friday 


Frozen Orange Juice 
or Banana (FS) 

Farina or Corn Flakes 

Orange Cranberry 


Cream of Shrimp Soup 

Grilled Cheese Sandwich (F) or Roast Leg of Veal (S) 
Parsley Rice (S) 

Cauliflower Au Gratin (F) or Buttered Spinach (S) 


Cream of Tomato Soup 

Meat Balls in Sour Sreane Gravy with Broad Noodles 
or Baked Fresh Perch Fillets (FS) 

Scalloped Potatoes (FS) 

Lima Beans (F) or Asparagus Tips (S) 


Muffins Garden Salad with French Dressing 
or Fruit Cocktail Salad with Lemon French Dressing © Peach Half Salad with Raisin-Coconut Dressing 
Cherry Tapioca Dessert or Peeled Sliced Apricots (FS or Marinated Cut Green Bean Salad 
Lemon Meringue Pudding (FS) or Sliced Oranges 
Pineapple Juice (FS) Minestrone Blended Citrus Juices 


or Mandarin Oranges 
Whole Wheat Cereal 
or Ready-to-Eat 
Sweetened Corn 


Hot Beef Sandwich (S) or Fruit Plate: Cotta he Fruits for Salad- 
Molded Raspberry Gelatin and Honeydew Melon (F) 

Peas in Whipped Potato Cup (S) 

Pineapple and Cottage Cheese Salad Tomato Wedge Salad with 


Ham Cutlets or Broiled Rib Steaks—Special Cut (FS) 

Twice Baked Potatoes (FS) 

Sweet-Sour Grated Beets (FS) or Frozen Mixed Vegetables 
———. Seam Salad or Leaf Lettuce with Tomato Garnish with 


Cereal Russian a French D 

Soft Cooked E Apricot Bavarian Cream (FS) or Grapefruit Segments Rhubarb- Seuatelre Pie (F) or Peaches in Syrup (S) 
or Poppy Sweet 
Roll and Jelly 


sunday | saturday 


Frozen Orange Juice (S) 


Pineapple with Lime Shrub 


Cream of Chicken Sou up 
Cheese Souffle (S) and Baked Potato 


or elon Cup Chicken Fricassee and Parsley Deneiee FS) or Beef Pot Pie 
with Fresh straw- Whole Minted Carrots (FS) or H ked Tomato, Crumb Topping or Salad Plate: Ribbon —_ ne (F)—Fruit Cocktail 
berries (F) Chef's Salad with Avocado—Creamy French Dressing Molded Gelatin—Assorted R 
Oatmeal or Ready -to- or Spiced Pink Pear and Cream Cheese Salad Creamed Spinach (S) or Brocc an 
Eat Sweetened Cereal | Chocolate Marshmallow ice Cream Slices (FS) Glazed Apple Slices (S) or Caramel Nut Brownies (F) 
Schneckens or Fresh Orange and Grapefruit Segments 
(F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Breud, butter and «duties of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
-" BEEF PREPARED MEATS Potatoes, Sweet Hamper 50 Ibs. 
F Chipped Beef, Dried U.S. Good 5 ibs. 80 | Frankfurters 10 Ibs. 40 | Potatoes, White Bag No. | 400 Ibs. 
Chuck-eye Roll U. S. Good 20 Ibs. 60 Radishes Bunch 1 doz. 
(Boneless) A PRESS FRUITS Squash, Acorn 8 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 25 Ibs. 100 113s box Squash, Zucchini 10 he. 
Short Ribs U. S. Good 10 ibs. 20 | Avocado ipe T 
| Ripe 40 Ibs. omatoes Repacked (5 x 6) 30 Ibs. 
Stew U. S. Good 10 ibs. 40 | Blueberries (fresh) 8 qts. FROZEN FRUITS 
Cantaloupe Crate, 45s 1 crate Apples . 8 Ib. can 1 can 
LAMB Grapefruit Seediess, 70s 1 doz. Grapefruit Juice Con., 32 oz. can 4cans - 
Steaks, Shoulder U. S. Good, 5 oz. each 25 Ibs. 80 | Lemons 1 doz. Grapefruit Sections 8 Ib. can 3 cans 
Stew U. S. Good 20 Ibs. 80 Melon, Honeydew Crate, 9s 2 crates Melon Balls 8 Ib. can 3 cans 
PORK Oranges 7 176s 9 doz. Orange Juice Con., 32 oz. can 27 cans 
3 Bacon (Sliced) 24-26-1 Ib. 5 Ibs. Strawberries Quarts 2 qts. Raspberries, Red 8 Ib. can, 5-1 sugar 2 cans 
Ham (Pullman) Ready-to-eat 7 Ibs. 20 | Watermelon 30-35 Ib. av. 2 Rhubarb 8 Ib. can, 5-1 sugar 3cans . 
: Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 FRESH VEGETABLES Strawberries ye phn can, 1 can 
VEAL Broccoli Crate, 18s I crate Tangerine Juice Con., 32 oz. can 1 can 
Leg (B.R.T.) U. S. Good 7 Ibs. 20 | Carrots Topped, bag 60 Ibs. Raporeges Spears, 2% Ib. pkg. 5 ibs. 30 
Shoulder (Boneless) U. S. Good 7 Ibs. 20 | Celery Cabbage 5 heads " 
Pascal, 30s Beans, Green Julienne, 2% ib. pkg. 10 lbs. 60 
Steaks, Club U. S. Good, 50z. each 7 Ibs. 20 Beans, Lima 2% 10 Ibs. 60 
. pkg. 
FISH Corn on the cob Bag, 50s 1% bags 
Beans, Wax Cuts, 24% Ib. pkg. 5 tbs. 20 
pee Grew — 15 Ibs. 60 | Cucumbers 4cukes | Broccoli Stems and buds 10 Ibs. 60 
= POULTRY Lettuce Head, 48s 1 crate 2% Ib. pkg. 
©) | Breasts, Chicken 6 oz. each 23 ibs. 60 | Lettuce, Leaf Basket 24 heads Cauliflower Buds, 2% Ib. pkg. 15 ibs. 90 
Fowl (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. 80 | Onions, Dry Yellow, bag 50 Ibs. Spinach Chopped, 2% Ib. pkg. 7% Ibs. 45 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 38 tbs. 60 | Parsley Bunch 1 doz. Vegetables Mixed 2% Ib. pkg. 2% Ibs. 15 
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Good records 
mean 
good 


fee: SIZE of an institution nec- 
I essarily governs the procedures 
of the person who is held directly 
responsible for purchasing func- 
tions. Therefore, it should be un- 
derstood that purchasing proce- 
dures and related records and 
reports are variable and can be 
modified to suit the circumstances. 

Purchasing is not a one-man job, 
but represents the cooperative ef- 
forts of several department heads 
and, often, administration. Regard- 
less of the institution’s size, how- 
ever, there should be one person 
directly responsible for issuing all 
purchase orders. In smaller insti- 


tutions, department heads are often . 


responsible for direct requisitions, 
e.g., the dietitian for foods, the ad- 
ministrator for equipment, surgical 
supplies, etc. 

In larger institutions, this au- 
thority is vested primarily in the 


Henry T. Maschal is a partner in the 
firm of Harris, Kerr, Forster and Co., San 
Francisco. This paper is based on a pres- 
entation at an Advanced Purchasing Insti- 
tute of the AHA held in San Francisco, 
December 1960. 
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Dept. 


No. 101 


Requisitioned by 


Date Ordered 


Vendor 


Because purchasing is both an ex- 
panding and a cooperative function, 
according to the author, proper main- 


tenance of certain basic records is es- 


sential to good purchasing practice. 
In this article, the author, a certified 
public accountant, describes the prep- 
aration and administrative use of these 
records. 


purchasing agent, who must ac- 
quire certain fundamental knowl- 


edge concerning the various de- 


partments of the institution. This 
does not mean that he should be 
required to select technical or pro- 
fessional equipment for various 
specialized departments, but that 
he should know enough about each 
department to be able to discuss its 
requirements intelligently with the 
personnel concerned. 

The success or failure of a pur- 
chasing agent largely depends on 
his proper assumption of the re- 
sponsibility inherent in his job. As 
his responsibilities expand, the pur- 
chasing agent must keep in mind 


Fig. 1—This sample requisition form is usually pre- 
pared and authorized by a department head to ob- 
tain items necessary for department function. 


that wasteful and unorganized buy- 
ing affects the quality of service 
the patients deserve. 


BASIC PURCHASING RECORDS 


To achieve purchasing objectives, 
certain records and forms need to 
be maintained properly. These will 
help control the purchasing opera- 
tion and the storage and distribu- 
tion of supplies. These are: (1) 
purchase requisitions; (2) purchase 
orders; (3) storeroom requisitions; 
(4) quotation sheets for perishable 
goods; (5) a storeroom catalogue, 
and (6) perpetual inventory rec- 
ords. 

When a department head deter- 
mines the need for purchase of a 
certain item, a purchase requisi- 
tion (see Fig. 1 above) is pre- 
pared, and signed by the depart- 
ment head. This form should be 
preprinted and designed to provide 
all the information about the arti- 
cle to be purchased. The requisi- 
tion is then forwarded to the 
purchasing agent, or to the ad- 
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PURCHASING REQUISITION 
| 
| 
4 


Fig. 2—({TOP) This purchase order provides space for 
essential information about the items to be purchased 
and for accounting data. (BOTTOM) This receipt is at 
bottom of second copy of purchase order. 


ministrator’s secretary, depending 


on which department is responsi- 
ble for preparing the purchase 
order. It is advisable to have the 
hospital administrator or other 
designated official sign all purchase 
orders prior to the actual procure- 
ment of merchandise. 


The purchase order (see Fig. 2, 
page 68) should be preprinted, pre- 
numbered and assembled in sets of 
five copies to be distributed as fol- 
lows: (1) vendor, (2) storeroom, 
(3) department head, (4) account- 


ing office and (5) purchasing office. - 


As indicated before, the purchase 
order is prepared from the pur- 
chase requisition received from a 
department head. Here again, the 
form should be so designed that it 
includes all the necessary informa- 
tion regarding the item to be pur- 
chased. | 

The vendor’s copy should be 
mailed to the supplier as a direct 
order or as a confirming order. The 
storekeeper files his copy of the 
purchase order in an alphabetical 
file. He will then pull his copy 
when the merchandise comes in, 
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at which time he should check his 
purchase order against the items 
received. If all the supplies are in 
order, he will then put them in 
stock. His copy then becomes a 
receiving record, thus eliminating 
the need for a separate receiving 
sheet, without sacrifice of internal 
control. After receipt of the mer- 
chandise is verified and checked, 
the storekeeper’s copy of the pur- 
chase order is forwarded to the 
purchasing department for ap- 
proval, attached to the invoice and 
forwarded to the accounting de- 
partment. This procedure keeps the 
storekeeper and the purchasing 
agent informed at all times as to 
what has been received and what 
is on back order. 


SOUND RECEIVING PROCEDURES 


A capable receiving clerk makes 
a thorough check on; quantity. 
Sound procedures dictate an in- 
dependent certification and record- 
ing of the merchandise received by 


the receiving clerk and not a per-_ 


functory checking of the quantity 
and items appearing on the ven- 
dor’s invoice. The receiving clerk 
is provided with a copy of the pur- 


Requisitioned by 
Vendor Qty. Cat. Qty. Unit 
Reg'd| Unit] No. Description Issued | Price | Amount 
“Cat. 
Qty.| Unit; No. Description Frice Total 
Ordered Approved 
Received by 
Fig. 3—This storeroom requisition serves the purpose 
of distribution control, but also reduces the amount of 
paper work connected with the distribution of stock. 


chase order and, therefore, knows 
what merchandise is expected. He 
is not interested in the cost. 

Accordingly, the invoices should 
be directed to the accounting de- 
partment for certification as to 
quantity, prices and extensions. 
Preferably, they should be mailed 
by the vendor directly to the hos- 
pital accountant. Then the invoice, 
the storekeeper’s copy of the pur- 
chase order and the copy of the 
purchase order form a basis for 
the recording of the purchase in 
the purchase journal. Thus, the 
merchandise is controlled as it 
comes into the hospital and a 
proper record is made of the fact 
it is on the premises. 

The copy submitted to the de- 
partment head is kept on file as a 
record of what was requested. It 
can also be used for reference in 
making future purchases. The copy 
sent to the accounting department 
is filed in numerical order and is 
pulled upon receipt of the store- 
keeper’s copy from the purchasing 
department. At this point, the ac- 
counting copy and receiving copy 
should be compared for item de- 
livery and then both copies should 
be placed in the open file to await 
the arrival of the invoice for price 
comparison. When the invoice is 
received and checked as to price 
and items, the two copies and the 
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invoice are used as the basis of 
payment. 

This provides a cross-check by 
the accounting department on the 
the purchasing department and the 
storekeeper as to what has not 


been received. It also becomes the 


basis for posting the received mer- 


‘chandise to the perpetual inven- 


tory record. The copy retained by 
the purchasing agent is used to 
place the order with the vendor. 
Upon completion of the transac- 
tion, this copy is retained for fu- 
ture reference. 7 

A numerical register should be 
kept to see that no purchase order 
is misplaced or lost. If a purchase 
order is lost or misplaced, the reg- 


ister will show at once the missing | 


number. The register can also 
show, if desired, when the order is 
completed and sent to the account- 
ing office for payment. 


THE STOREROOM REQUISITION © 
When the merchandise has been 


received by the storekeeper and 
properly stored, certain records 


and procedures are necessary to — 


control the distribution of the 
items. All too often, the storeroom 
becomes merely a storage space 
accessible to any employee. The 
storeroom should be a miniature 
warehouse into which nothing is 
placed and from which nothing is 
removed without a proper record. 
Even in a comparatively small hos- 
pital, it is entirely practical for 
all withdrawals from the store- 
room to be recorded so that the 
accounting department has a daily 
record of the storeroom issues. 

In most hospitals, department 


heads will go over their supplies 


periodically and usually once a 


week, they will requisition those 


items required. This does not com- 
pletely eliminate the practice of 
daily requisitioning because of 
emergencies and unexpected short- 
ages of supplies in the various de- 
partments. , 

The storeroom requisition (see 
Fig. 3, page 68) is prepared in each 
department, approved by the de- 
partment head and forwarded to 
the storekeeper. The form should 
be prepared in duplicate. One copy 


should be retained by the store- 


keeper for his records and for pos- 


ting to bin cards, if such a control . 


is maintained by the storekeeper. 
The requisitions are checked and 
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numbered by the storekeeper. They 
are then filled and delivered. 
When the supplies are delivered, 
the courier will get the depart- 
ment head to check them and sign 
the requisition as being received. 
These forms are regrouped at the 
end of each day and turned in to 
the accounting department where 


they should be priced, extended 


and deducted from the perpetual 
inventory records. Individual req- 
uisition forms are objectionable 


- because of time and labor expend- 


ed in their handling. 


THE TRAVELING REQUISITION 


Recently there has been devel- 
oped and put into use by many 
hospitals, a form which will save 
a great deal of time. It is a mimeo- 
graphed form on which is listed 
all of the usual items ordered by 
each department. Each department 
has its own form with the items 
systematically arranged in prop- 
erly classified sections as to house- 
keeping, stationery, medical sup- 
plies, etc. The form provides a 


quantity column for each week, 
plus a total quantity column, a 
price per unit column and a total 
cost column. 

The mimeographed sheets may 
be clipped into an ordinary manila 
correspondence folder and sent to 
each department at the beginning 
of the month. The department re- 
turns them to the storeroom each 
week on “requisition day.”” When 
orders are filled, the folder is re- 
turned to the requisitioning de- 
partment. 

At the end of the month, the 
mimeographed sheets are totaled — 
and sent to the accounting depart- 
ment to be priced, extended and 
posted to the perpetual inventory 
records. New sheets are placed in 
the manila folder and again sent 
to the respective departments. The 
largest time-saving element in the 
use of such forms is that the order 
for an identical item is always on 
the same line. There is no need 
to process a large number of req- 
uisition sheets at the end of the 
month in an attempt to accumulate 


of Gadgets 


Yellow to Green 

Purple to Red 

Blue to Orange 

Bags, tapes, lights, dials, 
gauges. | 


But for 
Positive Dependability 
with no chance of misinter- 


pretation—use Time-Tried 
Diacks. 


SMITH & UNDERWOOD 


Sole Manufacturers of Diack Controls and Inform Controls 
ROYAL OAK, MICHIGAN 
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Fig. 4—This form is particularly useful to the dietitian 
because it provides space for as many as four bids. 


the total used in that accounting 
period. 

Another important use of the 
mimeographed sheet is to provide 
the storeroom and the purchasing 
agent with a better indication of 
the requirements of each depart- 
ment. Comparison of the amounts 
ordered by comparable units or 
departments facilitates control of 
overstocking and misuse. 


THE PERPETUAL INVENTORY RECORD 


The question has often been 
raised as to the advisability of a 
perpetual inventory in smaller in- 
stitutions. Actually, the smaller 
the hospital, the more need for a 
perpetual inventory control. In 
most hospitals, inventory control 
means that such records as are 
necessary will be the responsibility 
of the accounting department. This 
responsibility can be satisfactorily 
discharged, provided the person 
responsible for receiving, check- 
ing and disbursing supplies pre- 
pares the proper records for the 
accounting department. 

In most instances, the account- 
ing department is responsible for 
budget control and for the annual 
budget. Therefore, this department 
should know what is being charged 
against the budget. It is important 
that an adequate system be kept 
whereby all departments are 
charged with what they consume. 
All commodities received are 


Fig. 5—This storeroom catalogue permits use of uni- 
form terminology and permits quick identification of 


requisitioned items. 


charged to inventory, and they do 
not become a part of operating 
costs until they have been issued 
to the departments on departmen- 
tal requisitions. This necessary 
factor in hospital accounting con- 


trol is facilitated by a perpetual - 


inventory system. 
In the planning for inventory 
control, one must first decide on 


which items perpetual inventory | 


records should be maintained... It 
is not practical to maintain perpet- 
ual inventory records on all food- 
stuffs, but it is advisable to main- 
tain a perpetual inventory in terms 
of total value of all food stocks. 
In this type of setup, the total 
value of each day’s storeroom pur- 
chases are added to the opening 
inventory, and the day’s storeroom 
issues are deducted. At the end of 
the month, the closing book-inven- 
tory is compared with the value 
of the actual physical inventory 
and all sizable discrepancies are 
investigated. 


Purchasing procedures for staple 


or storeroom food items should be 
controlled in the same manner as 
supplies generally. Perishables are 
delivered directly to the kitchen 
area. Here the use of the market 
quotation sheet (see Fig. 4, page 
72) will be helpful. This sheet 
should show the foods on which 
bids are to be received, grouping 
foods by type of commodity. 

At a fixed time every day, the 


buyer should take an inventory of 
all perishables. After the inven- 
tory has been completed, the buy- 
er should meet with the food serv- 
ice supervisor or dietitian to discuss 
current requirements based on the 
next three day’s menus. From this, 
the buyer can anticipate certain 
necessary purchases and plan ac- 
cordingly. The food buyer then 
compares his requirements with 
what he has on hand and indicates 
on the market quotation sheet the 
quantities of each item it is nec- 
essary to buy. He is then ready to 
obtain his market quotations. Ev- 
ery effort should be made to obtain 
at least two quotations on each 
item, if possible. 

The quotation sheets with quoted 
prices are filed in the purchasing | 
department as permanent records, 
and a copy is given to the person 
receiving the goods. A third copy, 
if required, is sent to the ac- 
counting department for checking 
against invoice prices. 


THE STOREROOM CATALOGUE 


_A catalogued storeroom (see Fig. 
5, page 72) is the answer to the 
need for adequate control and a 
catalogue should be maintained. 
One of the most important items 
of information in the catalogue is 
the catalogue number of each item 
in the storeroom. These catalogue 
numbers are used for identification 
purposes, especially in the case of 
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*NOTE: 


Designer (Model CBM 620 vVY), 19-inch dia 
tube, 175 square inches viewable area. Ivory cabinet, diagonal 


GENERAL ELECTRIC 19-INCH WITH PATIENT FEATURES 


@ Complete Control by the Patient. Wired remote 


control from personal pillow speaker* allows bed pa- 


tients to turn set ON or OFF, select channels, ad- 
just volume at the pillow speaker. Wired remote 
will not interfere with nearby sets. 


@ Automatic Pre-Programming and Fine Tuning. 


Preset channels once . . . then get fine-tuned pic- 
ture, sound every time. Skips unwanted channels. 
@) Big, Easy-to-Read Lighted Channel Numbers— 
patients can see them from across the room. 

©) No Annoyance to Other Patients. Sound confined 
to patient’s pillow speaker*. 


© Underuriters’ Laboratories Apqreeed for your 


safety. 


© Alcohol/Burn- Resistant polystyrene finish. Tam- 
per-proof back. 

@ Optional ‘‘Up-Front’’ Sound. Slide switch 
changes sound from pillow to front speaker. Vol- 
ume limiter, inaccessible to patients, permits hos- 
pital to govern sound. May be used as a rental unit 
or with built-in hospital communications. systems 
and master antennas with concealed wiring. — 
Plus: Daylight Blue Picture; General Electric qual- 
ity and dependability. Choose from a full line of 
sets, many with wireless remote control. 

See your General Electric Distributor or write to 
General Electric Co., TV Receiver Dept., Room 
152, Electronics Park, Syracuse, New York. 


Progress /s Our Most Important Product 
GENERAL @ ELECTRIC 
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PERPETUAL INVENTORY CARDS 


COVER CARD 
Article 
NO. 
Yengors 
i. 
2s 
Order} Date Invoice} Unit 
Date} Io. Lost 
| 
POSTING CARD 


"Descris tion 
Cat. Mo. | Article 


Location 


Fig. 6—These cards are com- 
ponents of a perpetual inventory 
system, which permits better in- 
ventory control. 


medical and surgical supplies. Cor- 
responding numbers also appear 
on the perpetual inventory record, 
the storeroom requisition, the pur- 
chase order and the vendor’s in- 
voice. 

A catalogue need not be expen- 
sive. Mimeographed catalogues 
are practical and inexpensive to 
set up and correct. The number 
sequence of a catalogue should be 
such that items may be deleted or 
added. 


INTERNAL INVENTORY CONTROL 


Periodic physical inventories 
should be taken at least once a 
year, and preferably more often. 
Another person should assist the 
storekeeper in taking inventories, 
preferably someone from the ac- 
counting department. 

The taking of physical inventor- 
ies is a very important part of in- 
ternal control. It is the only means 
of being certain supplies shown on 
the perpetual inventory record are 
actually in existence. Any sizable 
discrepancy between the physical 
inventory and the perpetual in- 
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ventory record should be investi- 
gated carefully. A visible card 
system (see Fig. 6 at left) may 
be used, which includes a cover 
card and a posting card for each 
item. 

Among the many advantages of 
inventory control, and probably 
one of the most important, is a 


properly and accurately kept item 
perpetual inventory which can be 


‘changed into a dollars-and-cents 


inventory in a relatively short 
time. : 

The use of the inventory con- 
trols outlined in this paper will do 
much to assist management, but 
only if they are used properly. ® 


NOTES AND COMMENT 


Usage report form improves hospital buying 


The truth of the age-old adage, “You don’t get something for nothing,” 
was proved again a few years ago when it came to purchasing new items, 
or changing to new items, for the various departments of Merced County 


General Hospital, Merced, Calif. 


Some sales representatives of companies servicing the hospital had been 


detailing department heads with 
generous supplies of samples which 
soon eliminated competition. De- 
partment heads thought that by 
accepting generous supplies of 
samples, they were holding down 
their budgets. This may have been 
true at the time. Eventually, how- 
ever, the purchasing department 
noticed the slow trend toward 
elimination of competition. Because 
of this, the hospital evolved a con- 


trolled program of sample usage, 
which involves use of a form called 
‘‘sample usage report’’ (shown 
below). | 

After adopting this form, the 
hospital discovered that it was 
“testing” many samples for these 
companies. This had never been 
realized because of the hospital’s 
diversification of interest and func- 
tion. Use of the form centered the 


TO: 


MERCED COUNTY GENERAL HOSPITAL 
SAMPLE USAGE REPORT 


DATE: 


two weeks from the above date. 
SAMPLE DESCRIPTION: 


Please answer the following and return to 


office 


TRADE NAME: 


DEPT. and INDIVIDUAL ASSIGNED: 


__COST COMPARISON: 


8-12-57 


(Above information to be completed by individual 
accepting sample from sales rep.) 


1. How did this compare with what you have been using? 
2. Would you suggest replacing the product you are using with this? 


3. Was the item given a fair test; that is, was it used as recommended and 
for a long enough time to determine its value? 


4. What was the reaction, if any, from the doctors’ point of view? 
5. What is your suggestion as to future use of this product? 
(Make Report in Duplicate—Initiating Party Keep One Copy) 
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decision to change to a new item. 
or to use a new item in a group in- | 


cluding the department head con- 

cerned, the purchasing agent and, 

at times, the administrator. 
Certain personnel were found to 


be born researchers. They enjoyed — 


testing new items and following 
through by completing and return- 
ing the sample usage reports. 
Because the department in which 
an article was going to be used had 
an opportunity to report its evalu- 
ation of the item, the number 
of complaints sharply diminished 


when and if the article was put 


into circulation later. 

The purchasing clerk and pur- 
chasing agent have, when time al- 
lowed, insisted on verification of 
new items via the sample usage 
' form, and as a resuit have been 
able to withstand high-pressure 
salesmen and low-resistance de- 
partment heads until all the facts 
have been investigated. 

The sample usage form is de- 
signed more for quality evaluation 
-than for cost comparison. Cost 
comparison remains the responsi- 
bility of purchasing. 


One sample usage report chosen 
at random reports the following 


information about green, doctors’ 


gowns: 
1. The two advantages that this 
gown has over the present gowns 


are that.it covers the entire back, 


eliminating the use of gown backs, 
and that it has added arm room. 

2. We like this gown better than 
present gowns in use. 

3. We think the test was fair; it 
also included laundering. | 

4. The doctors like it and re- 
marked that it was more comfort- 
able than present gowns in use. 

5. If cost.is not out of order, we 


_would like these instead of present 


gowns. 

This report, in duplicate, was 
initiated by the linen room and 
sent to the nursing office; one copy 
was kept by the linen room. 

A second typical sample usage 
report concerns a closed injection 
system. The head nurse for the 
surgical floor returned the follow- 
ing answers to the questions on 
the form: 

1. Easy to use. 

2. Would suggest replacing prod- 


uct being used. 

3. Held up very well during the 
two-week trial. 

4. Doctors used it and liked it— 
nurses also liked it. 

5. Would speed this floor’s med- 
ication administration. 

As to the follow-up to these 
sample usage reports, the purchas- 
ing department, in discussion about 
the first with the nursing director 
and the housekeeper in charge of 
the linen room, decided after bids 
had been received that the new 
gown, although a little more ex- 
pensive, merited purchasing. As to 
the closed injection system, all 
agreed that it was more conven- 
ient, but until the hospital was 
financially able to go completely 
to disposables, we wouldn’t pur- 


chase this item. 


The sample usage report has 
proven to be an evaluation tool for 
departments and purchasing alike, 


allowing an opportunity for logical 


decisions without the “something- 
for-nothing” influence.—Jay M. 
AKIN, administrator, Merced Coun- 
ty General Hospital, Merced, 
Calif. ba 
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“Speaking of information sources, 
I’ve found the AHA’s Hospital Plan- 
ning Abstract Service a real help. 
The condensations of important ar- 
ticles, books, and reports give me an 
annotated reference file that’s in- 
valuable for developing and evaluat- 
ing our own community’s hospital 


planning programs. 


Why don’t you write the AHA for 


the folder on the service?” 


AMERICAN HOSPITAL ASSOCIATION 
as 840 NORTH LAKE SHORE DRIVE, CHICAGO TT, WAL. | 
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equipment and suffily review - 


Hypothermia unit (7F-1) 

Manufacturer's description: This instru- 
ment permits rapid cooling of cer- 
tain parts of the body, such as the 


stomach or esophagus, to control 
bleeding from ulcers or varices. By 
using a cuff, the hypothermia can 
be applied to a limb where gan- 
grene has necessitated amputation 
and the patient cannot tolerate 
general anesthesia. The unit can 
also be taken with the patient to 
the operating room without inter- 
ruption of: the cooling procedure. 
Other uses of this unit include lo- 
calized hypothermia in neurosur- 
gery, post-prostatectomy treatment 
and kidney or intestinal surgery. 
O.E.M. Corp., Div. of Shampaine 
Ind., Inc., Dept. H7, 1920 S. Jeffer- 
son Ave. St. Louis 4. 


Coasters (7F-2) 

Manufacturer's description: Offered in 
attractive stock and color designs, 
with optional names or special de- 
signs imprinted, these six-ply, ab- 
sorbent cellulose coasters, for use 
under tumblers and cups, add color 


and practicality to trays, tables or 


bedside stands. They can also serve 
as wipers in the event of spills or 
when dishes are removed for wash- 
ing. Busse Hospital Disposables, 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational — pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 


PRODUCT NEWS 


___Hypothermia unit (7F-1) 
Coasters (7F-2) 
_____._Operating table (7F-3) 
lock (7F-4) 

Hospital bed (7F-5) 
station (7F-6) 
Steam cooker (7F-7) 
Plastic funnels (7F-8) 
chair cushion (7F-9) 


PRODUCT LITERATURE 


___Foed conveyors (7FL-5) 
______Millivolt measurement meters (7FL-6) 


____Hospital casters (7FL-1) 
Glove boxes (7FL-2) 
programs {7FL-3) 
Patient identification (7FL-4) 


NAME and TITLE 


__—__Portable air purifier (7F-13) 
______Disposable soap dishes (7F-14) 
____Washer and disposal (7F-15) 


__—Disposable scalpel (7F-17) 


Large capacity mixer (7F-10) 
Coffee server rack (7F-11) 
Electronic stethoscope (7F-12) 


Orthopedic supply cart (7F-16) 


Custodial training in Spanish (7FL-7) 


HOSPITAL__ 


ADDRESS__. 


(Please type or print in pencil) 
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Inc., Dept. H7, 64 E. 8th St., New 


York. 


Operating table (7F-3) 
Manufacturer's description: This operat- 
ing table has five articulating sec- 


tions. Each of these section—head, 


spinal, pelvic, femoral and lower- 
leg—can be positioned independ- 
ently to correspond exactly to the 
five major anatomical regions of 
the body. Incorporated also are 


telescopic femoral and spinal table- 


top sections; a 185° electrohydrau- 
lic control; an emergency compact, 
lightweight hand-pump, and leg- 


holder clamps which are integral 
with telescoping legholders and 


attachable anywhere onthe table 
siderail. Wilmot Castle > Dept. 
H7, Box 629, Rochester 2, N.Y. 


Door lock (7F-4) 

Manufacturer's description: This UL- 
tested lock permits the dead-bolt 
locking of doors and aids in stop- 
ping pilferage through unguarded 
exits. The lock utilizes a heavy, 
one-in., throw-bolt bar with a 
clapper plate that, when depressed, 
springs the lock automatically and 
triggers an alarm which is audible 
at a distance of 1000 ft. For use in 
large areas, or for remote exits, the 
lock may be wired to a central in- 


HOSPITALS, J.A.H.A. 


4 
‘ 
£ 
y 
‘ 
, 
+ 
% 
2 
; 
‘ 
5 
a 
a 


dicator control panel with micro- 
switches available as standard 
equipment upon request. Door 
Controls, Inc., Dept. H7, 2066 Hill- 
side Ave., New Hyde Park, L.I., 
N.Y. 


Hospital bed (7F-5) 

Manufacturer's description: Featuring a 
trigger mechanism, inset in cast 
aluminum grips at each of the four 


legs for instantaneous height ad- 


justment, this bed can be raised or 
lowered to a high, low or inter- 


mediate position. Constructed of 
welded steel and available in 13 
decorator colors, its standard 
equipment, in addition to the trig- 
ger control device, includes three- 
in., ball-bearing casters and fit- 
tings. The Hard Mfg. Co., Dept. H7, 
117 Tonawanda St., Buffalo. 


Medicine station (7F-6) 
Manufacturer's description: Designed for 
the storage of all patients’ medi- 


cines in individual removable con-. 


tainers, this medicine station en- 
ables the nursing staff to dispense 
individually labelled bottles to pa- 
tients. Available with or without 
shatter-proof glass doors, the med- 
icine cabinet trays feature card 
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tables, 


holders for positive patient identi- 
fication and are also equipped with 
three dividers to simplify storing 
and identifying all medicines. The 
trays are 2% in. wide, 10% in. 


long, 1% in. deep, with a clear 


height of eight in. between shelves, 
which allows room for even the 
largest bottles. Market Forge Co., 
Dept. H7, Everett 49, Mass. 


Steam cooker (7F-7) 

Manvfacturer’s description: Designed for 
preparation of fish, fowl or vege- 
with an attachment for 
four- or six-in. pans and a wire 
basket for french fries, this high 
compression steam cooker and op- 
tional browning unit is operated by 
spraying water into the steamer, 
which turns into steam almost in- 
stantly. Safety devices built into 
the steamer include a self-sealing, 
pressure-locked door, an automatic 
temperature control, an automatic 
anti-flooding control, an over-pres- 
sure relief valve, a control circuit 
fuse, and an automatic preset 
timer. The steamer is 25 in. x 34% 
in. x 25 in., and provides a remov- 
able door, drain system and siphon 
for cleaning purposes. General 


Electric Co., Dept. H7, Schenectady 
5, N.Y. 


Plastic funnels (7F-8) 

Manufacturer's description: Precision 
molded in turquoise or red plastic, 
these funnels are light, strong, 
break-resistant, sanitary, easy to 
clean, nonheat conducting and can 
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be sterilized in autoclaves. Two 
separate funnels are available: the 
18-oz. “canning” funnel with a 


- five-in. diameter top opening is 


recommended for fast filling of 
jars of pt. and qt. sizes or larger; 
the 2%4-in. diameter, 2%-oz. at- 
taching funnel is made with an 
extra heavy wall and ventilating 
ribs and is ideal for babies’ bottles 
and other small containers. The 
two funnels can also be fitted to- 
gether to form a combination fun- 
nel, and, in storage, the smaller 
funnel fits into the larger, thus re- 
ducing space requirements. Vichek 
Tool Co., Dept. H7, 3001 E. 87th St., 
Cleveland 4. 


Wheel chair cushion (7F-9) 
Manvfacturer’s description: This infiat- 
able cushion overcomes many of 


the disadvantages of porous air- 
foam and sponge-rubber cushions. 
Constructed of durable vinyl plas- 
tic, the cushion is nonabsorbent, 
easily washed or disinfected and 
ready for immediate reuse. Sus- 
pension on this low pressure air 
cushion reduces pressure points. 
Because of its unique construction, 
it will not mat or pack down from 
perspiration or other moisture. 
Howard Sales Co., Dept. H7, P.O. 
Box 5113, Pasadena, Calif. 


Large-capacity mixer (7F-10) 

Manufacturer's description: A 140-qt. 
mixer, this machine will handle a 
full 10 gals. of standard white 
bread dough, and also sweet 
doughs, cake batters, foam batches, 
meringues and creams. Primary 
features include an off-the-floor, 
wash-under steel base, a steel 
plate column, a one-piece remov- 
able aluminum cover, a steel sin- 
gle-piece bowl and saddle and 
power controls. Sanitary features 
include round-corner design, elim- 
ination of a hollow-casting base 
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plate, stainless steel construction 
and the elimination of dust traps. 


Champion Machinery Co., Dept. 
H7, Joliet, Ill. 

Coffee server rack (7F-11) 
Manufacturer's description: This coffee 
server rack is available in a heavy 
duty mode] and will hold 16 open- 
cover coffee servers which enables 
the entire server to be washed and 


drained in all dishwashing ma- 
chines. The 19% x 19% in. rack 
has plastic coated liners which pro- 
tect the frame from rust, mold and 
other corrosive substances. Seco 
Co., Inc., Dept. H7, 4560 Gustine 
Ave., St. Louis 16. 


Electronic stethoscope (7F-12) 

Manufacturer's description: This elec- 
tronic stethoscope features selec- 
tive high and low tone controls, 


an auxiliary audio output that al- 


lows an additional headset and an 
external sound system or record- 


ing instruments that are capable 


of being connected. It is available 
complete with batteries and leather 
carrying case. Calhear Instrument 
Co., Dept. H7, 412 W. 6th St., Los 
Angeles 14. 


Portable air purifier (7F-13) 
Manufacturer's description: Shown in the 
photo is a spun anodized aluminum 
air pur ifier ees 
which aids in 
relief for al- j 
lergy sufferers | 
and controls 
odors, smoke, 
smog, mustiness 
and other air 
impurities. 
Weighing ap- 
proximately 15 
lbs., it employs 
the ‘principle of tig 
forcing air through activated car- 
bon, is portable and compact, uses 
less current than a 20-watt light 
bulb, is useful for freshening 
closets and alleviates paint, smoke 
and other offensive odors. Roark 
Industries, Inc., Dept. H7, P.O. Box 
29, Oklahoma City 1. 


. Disposable soap dishes (7F-14) 


Manufacturer's description: Cross-con- 
tamination originating from multi- 
use soap dishes is eliminated by 
the inception of these bacteria- 
free, disposable soap dishes. Avail- 
able in blue only, the dishes meas- 


ure % x 4% x 3 in., are impervious 


to soap and moisture and feature 


projections at the bottom of the 


dishes which allow air circulation. 
American Hospital Supply Corp., 
Dept. H7, 2020 Ridge Ave., Evans- 
ton, Ill. 


Washer and die: (7F-15) 

Manufacturer's description: This disposal 
is a fully enclosed, all aluminum 
can washer for sterilizing, sanitiz- 
ing and washing refuse cans, milk 
cans, large stock pots and mixing 
kettles. The can washer cleans cans 
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both inside and out, and features 
an automatic food waste disposer 
plumbed into the drain for fast 
disposing of food waste. Atomic 
Disposer Corp., Dept. H7, 605 E. 
Banning Ave., Compton, Calif. 


Orthopedic supply cart (7F-16) 

Manvufacturer’s description: Available in 
either baked enamel or stainless 
steel, this cart is capable of carry- 
ing a complete overhead frame 
with extra arms or pulleys a com- 
plete arm lateral frame, a crib 


fracture set and many more ortho- 
pedic tools and equipment. The 
cart measures 76 x 30 x 34 in., 
contains a 20 x 47 in. inside bottom 
shelf and weighs a total of 168 
lbs. uncrated. Zack Rogers Assocs., 
Inc., Dept H7 5 Broadway, E. Pat- 
erson, N.J. 


Disposable scalpel (7F-17) 

Manufacturer's description: Available 
“ with Nos. 10, 11 or 20 blade styles 
and made of plastic with high tem- 


pered steel affixed, the scalpel is 
light and well balanced. The form- 
fitting grip allows freedom of sur- 
gical dexterity and the Swedish 
steel blade insures extra sharpness 
and rigidity with highly sensitive 
balance. Sterile-wrapped in a dou- 
ble transparent envelope to permit 
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Glove boxes 


complete asepsis upon entering a 
sterile field, its readiness for in- 
stant use makes the scalpel ideal 
for emergency surgery, first aid, 


suture removal, pathology, office 
surgical procedures and house calls. 
Sterilon Corp., Dept. H7, 500 
Northland Ave., Buffalo 11. 


literature 


SEE COUPON, PAGE 76 


Hospital casters (7FL-1)—A com- 
plete line of hospital casters, glides 
and other special hospital equip- 
ment is described in this eight- 


page catalogue. Sixteen different 


series’ of hospital casters with 
wheels ranging up to 650 Ibs. each 
is included in the line of casters 
for beds, racks, tables, stretchers, 
chests, dollies, food conveyors, 
housekeeping trucks, laundry 
trucks and other types of mobile 
hospital equipment. Also _illus- 
trated are electrically conductive 
casters and wheels which dissipate 
static electric charges by provid- 
ing an electrical contact between 
operating tables, stretcher cots 
and instrument stands, conductive 
flooring and many other various 
mobile units. Faultless Caster 
Corp., Dept. PR-280-H7, Evans- 
ville 7, Ind. 


(7FL-2)—A_ booklet 
describing a complete line of dou- 
ble-faced glove boxes is now avail- 
able. Illustrated interior dimensions 
of a single modular unit are 36 in. 
x 42 in. x 23 in. Enclosures.are de- 
signed with removable end panels 
so that by means of a standard con- 
nector two or more three-ft. modu- 
lar units can be attached to provide 
any length assembly desired. Ke- 
waunee Scientific Equip. Co., Dept. 
H7, 4047 Logan St., Adrian, Mich. 


Sanitation programs (7FL-3)—This 
revised 16-page, two-color booklet 
describes how hospitals may obtain 
a hospital housekeeping and sani- 
tation program custom-engineered 


to their needs. The booklet also 


illustrates engineering and assist- 
ance services available, including 
job definition and organization for 
sanitation personnel, custodial 
training and cleaning schedules 
engineered to their requirements. 
Puritan Chemical Co., Dept. H7, 
916 Ashby St., N.W., Atlanta 18. 


Patient identification (7FL-4)— 
Posters are being made available 
to hospitals, on request, to help 


them in their programs to insure — 
that personnel remember to prop- 
erly identify patients with bands 
and to be sure to check identifica- 
tion before giving medications, etc. 
These posters aid in helping to 
drive home the point about the 
right treatment for the right pa- 
tient. Hollister, Inc., Dept. H7, 833 
No. Orleans St., Chicago 10. 


Food conveyors (7FL-5)—A folder 
listing a complete line of hot and 
cold food conveyors for central 
service is now available. Features 
mentioned in the booklet are g re- 
movable refrigeration system, an 


_ equipment-free top deck and space 


capacities of up to 24 complete 
meals. S. Blickman, Inc., Dept. H7, 
8400 Gregory Ave., Weehawken, 
N.J. 


Millivolt measurement meters (7FL-6) 
—Features, application and speci- 
fications of the pH and millivolt 
measurement meters are reported 
in a descriptive bulletin which ex- 
plains the instrument’s use in the 
fields of research analysis, routine 
pH and millivolt determinations 
and quality control applications. 
Beckman Scientific and Process In- 
struments Div., Dept. H7, Fuller- 
ton, Calif. 


Custodial training in Spanish (7FL-7) 
—A series of bulletin board posters 
has been translated and reprinted 
from English into the Spanish lan- 
guage and is available to mainte- 
nance departments in hospitals. 
Described and illustrated are the 
care and maintenance of wood 
floors, which highlights some of the 
causes of and methods for treat- 
ment of common floor problems. 
This two-color 17 x 22 in. bulletin 
explains the care and maintenance 
of newly sanded floors, oil or grease 
stained floors, warped or cupped 
floors and other flooring problems. 
National Sanitary Supply Assoc., 
Dept. H7, 159 N. Dearborn St., 
Chicago 1. 
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@ Thomas J. Broderick has been named assistant admin- 
istrator of Marin General Hospital, San Rafael, Calif. 
He has been administrator of Jay County Memorial 
Hospital, Portland, Ind. Mr. Broderick has a master’s 
degree in hospital administration from the University 
of Chicago. He is a nominee of the American College 
of Hospital Administrators and a member of the 
American Hospital Association and the Indiana Hos- 
pital Association. 


@ Will J. Henderson has been announced as the new 
administrator of The Queen’s Hospital, Honolulu, 
Hawaii. He was formerly assistant administrator of 
UCLA Medical Center, Los Angeles, and administra- 
tor of Kauikeolani Children’s Hospital and Rehabili- 
tation Center of Hawaii. Mr. Henderson is president- 
elect of the Hospital Association of Hawaii. 


@ Stephen A. Lott (see Walchenbach item). 


MR. SABICHI MR. WALCHENBACH 


@ Francisco D. Sabichi has been appointed assistant . 


director of the Graduate Hospital of the University of 
Pennsylvania School of Medicine, Philadelphia. He 
is a graduate of the University of Denver and 
received his master’s degree in hospital administra- 


- tion from the University of Chicago. He served an 


internship in hospital administration at Presbyterian 
Hospital, Denver, and was administrative assistant at 
the Indiana University Medical Center before his 
present appointment. 


@ Donald E. Walchenbach has been appointed director of 
Hurley Hospital, Flint, Mich. He will succeed Stephen 
A Lott, who will become administrator of Battle Creek 
(Mich.) Community Hospital. Mr. Walchenbach has 
served as director of Butterworth Hospital, Grand 
Rapids, Mich., for the past seven years. He holds a 
master’s degree in hospital administration from 
Columbia University. 


Special Notes 


> Frederick C. Elliott, M.D., executive director of the Texas 
Medical Center, Houston, has been awarded the 1961 
Gold Medal Award of the Pierre Fouchard Academy. 
Dr. Elliott received the award “for his outstanding 


fessonnel changes 


contribution in the fields of medicine and dentistry 
and for his capable direction of the administrative 


affairs of the Texas Medical Center,” stated the | 


academy. 


} Sister Margaret Vincent, R.N., administrator of St. Vin- 
cent Infirmary, Little Rock, Ark., since 1955, has been 
elected 1960 Woman of the Year in Greater Little 
Rock. The award came in recognition of her outstand- 
ing work in the community. Sister Margaret Vincent 
came to Little Rock in 1954 as director and organizer 
of the department of nursing service at St. Vincent’s. 
She is a past president of the Little Rock Hospital 
Council and the Arkansas Conference of Catholic 
Hospitals. 


Deaths 


Stvart Geil Aldhizer, 65, administrator for 17 years at 
Lewis-Gale Hospital, Roanoke, Va.; died January 26. 
A native of Broadway, Va., and a graduate of the 
University of Richmond, he was business administra- 
tor of Rockingham Memorial Hospital, Harrisonburg, 
before serving at Lewis-Gale Hospital. Mr. Aldhizer 
was past president of the Virginia Hospital Associa- 
tion and a member of the advisory board of the Caro- 
linas-Virginias Hospital Conference. 3 


Heinz Lord, M.D., 43, recently appointed secretary 
general of the World Medical Association, died Febru- 
ary 3 in Chicago. Dr. Lord became secretary general 
of the association in December 1960 on the retire- 
ment of Louis H. Bauer, M.D. Born in Peru, Dr. Lord 
received his medical degree at the University of 
Hamburg in 1942. Before moving to Long Island, 
N.Y., to assume his new position, he practiced sur- 
gery in Barnesville, Ohio. 


Charles Frederick Neergaard, 85, pioneer consultant in 
hospital design, died March 5 in New York. He had 


- served as consultant in the construction of more than 


350 hospitals in the United States, and 21 in foreign 
countries. 

Mr. Neergaard became interested in hospitals dur- 
ing World War I when he was appointed field director 
of American Red Cross activities in 22 Army and 
Navy hospitals. Although he was not an architect, 
hospital architects and officials sought Mr. Neergaard’s 
advice in the planning, organization and management 
of hospitals. He was responsible for such innovations 
as the use of color in hospital interiors and for the 
first “dollar-a-call’”’ clinic. 

Mr. Neergaard retired in 1952 to devote himself 
to technical writing for architectural and hospital 
periodicals. He was a trustee of several New York 
hospitals, a life member of the American Hospital 
Association, and a member of the International Hos- 
pital Association, the American Public Health Associ- 
ation and the Royal Society of Health in England. 


HOSPITALS, J.A.H.A. 


4 
ae 
>» 
MR. HENDERSON 
} 
i 
¥ 
| 
‘ 
a 
ra 


The Departing Doctrine of Immunity 


The problems of charitable immunity continue to 
be reflected in the cases decided by state supreme 
courts. The most recent opinions on this subject have 
reduced or terminated the immunity from liability 
which was previously enjoyed by hospitals. In Wis- 
consin and California, the cases have exposed hos- 
pitals to lawsuits from which they were previously 
protected. “ 


The Wisconsin situation is a good example of the 


problem and the likely response of contemporary 
judges. The courts had. held that voluntary nonprofit 
hospitals in Wisconsin were not liable for the negli- 
gence of their personnel unless the hospital, through 
its administration, was negligent in the selection of the 
erring employee. There was liability for a breach of 
the statutory duty to maintain the premises, though. 
This applied to defects in the physical property rather 
than to mistakes or omissions in the treatment of 
patients. The immunity applied whether the injured 
party was a patient or a hospital visitor. However, a 
1953 case had held that governmental hospitals were 
liable for negligence, at least to paying patients. 


WISCONSIN’S EXPERIENCE 


For 43 years the doctrine of charitable hospital im- 
munity subsisted until the decision in Kojis v. Doc- 
tor’s Hospital, 12 CCH Negl. Cases 2d 118 (Wis., 
1961). The guardian for a 65-year-old woman patient 
sued the hospital for damages resulting when the 
patient fell out of bed. A defense of the hospital was 
to deny that there could be liability because it en- 
joyed charitable immunity. The trial court concluded 
that the case should be tried since it was not certain 
whether the hospital was indeed a nonprofit institu- 
tion. The supreme court of the state was not con- 
.cerned with whether the institution merited classi- 
fication as a charity. It tackled the greater question, 
deciding that the immunity doctrine which was estab- 


lished in 1917 by the same court no longer was ap-_ 


plicable and that the case should be tried with this 
new principle of law in effect. : 

The quasi-public function of ministering to the 
poor and sick without profit, which described the 
operations of hospitals in 1917, is no longer pertinent, 
the opinion stated. The trend nationally is away from 


This material is not legal advice. The information on this page should not be 


used to resolve | problems. For advice on such problems a hospital should | 
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consult a member of the local bar. 
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the doctrine of immunity and the Wisconsin justices 
recognized this. Since 1942, 19 jurisdictions have 
abolished whatever charitable immunity they had. 
The court preferred not to “perpetuate a doctrine 


that should no longer be applicable in view of the 


changes in present-day charitable hospitals. They are 
now larger in size, better endowed and on a more 
sound economic basis. Insurance covering their liabil- 


' ity is available and prudent management would dic- 


tate that such protection be purchased.” The court 
was convinced that the financial status of the de- 
fendant hospital was such that it would not have to 
close its doors if it lost the case. 

Although the ruling applies to paying patients, it 
has not been determined whether charitable patients 
have the right to a judgment on the grounds of negli- 
gent injury in Wisconsin hospitals. In this instance, 
the injured party was a paying patient and the jurists 
ruled that “.... we will no longer recognize the de- 
fense of charitable immunity in cases where a paying 
patient is seeking recovery from a charitable hospital 
for the negligent acts of the hospital, its agents, serv- 


ants or employees, and we hereby reverse all of our 


prior decisions inconsistent with this one’ (Italics 
supplied). A supplemental opinion by the Wisconsin 
Supreme Court precluded any retroactive effect so 
that the affected Wisconsin hospitals will be exposed 
to liability only prospectively from January 10, 1961. 

Thus, within a few months, the supreme courts of 
Michigan and Wisconsin have revoked long-standing 
doctrines of immunity. (See HOSPITALS, J.A.H.A., Jan. 
1, 1961, p. 91.) 


CALIFORNIA OPENS GOLDEN GATES 


The charitable hospitals in California had lost their 
immunity some years ago and the consequences were 
an increased number of suits, difficulty in obtaining | 
liability insurance coverage and a heightened sensi- 
tivity to the legal aspects of managing hospitals. The 
status of governmental hospitals in California was 
less clear, but until the decision of the case discussed 
below, it appeared that county hospitals were im- | 
mune from liability for negligence, except for injuries 
resulting from the dangerous or defective condition 
of their property. Municipal hospitals were probably | 
liable to paying patients and district hospitals were 
immune even to paying patients. 

Now the supreme court of California, in the case 
of Muskopf v. Corning Hospital District, 29 Law 
Week 2366 (Calif., 1961), has decided that the state 
is liable for the torts of its agents acting in a min- 


a 
THE LAW IN BRIEF y ' 

8] 


isterial capacity. This is to distinguish from official 


- decisions made in a discretionary function. Thus, in a 


companion case, the conclusions of the school board 
with regard to personnel problems, fiscal activities 
and similar decisions were protected. Lipman v. Bris- 
bane Elementary School District, 29 Law Week 2367 
(Calif., 1961). The conduct of a hospital, however, 
is not a discretionary function, but is described as 
ministerial. Negligence in this realm is no longer 
protected in California’s governmental institutions. 
The court noted that employees of the state have 
been liable for their own negligence. Henceforth, 
when this negligence is the vicarious responsibility of 
the state as an employer, the injured party will have 
a cause of action against the governmental employer. 

The California Supreme Court described the rule of 
governmental immunity for torts as ‘“‘an anachronism 
without rational basis and has existed only by the 
force of intertia. . . . It has been judicially abolished 
in other jurisdictions. . . . None of the reasons for 
its continuance can withstand analysis. No one de- 
fends total governmental immunity. In fact, it does 
not exist. It has become riddled with exceptions, both 
legislative and judicial, and the exceptions operate so 
illogically as to cause serious inequality.” 

The court was faced with determining whether so 
significant a change in the law was to be accom- 
plished only by the legislature. The California history 
was such that governmental immunity was originally 


court-made law. Subsequently the legislature had in- 
dicated its dissatisfaction with governmental immu- 
nity by allowing suits against the state in a number 
of situations, and the court professed to be carrying 
the legislature’s intent to what it considered to be 
the logical conclusion. A dissenting justice wrote that 
this was a legislative question and described the ac- 
tion of the majority of his brethren on the bench as 
“apparently impatient with the legislature, usurps the 
legislative function and refuses reasonable respect for 
the doctrine of stare decisis” (meaning “let the de- 
cision stand”, the legal expression to uphold prece- 
dent cases). 


A NEW TREND? 


Undoubtedly the full extent of this decision has yet 
to be determined, but it does appear that California 
has joined New York in allowing suits against state- 
owned hospitals and probably hospitals owned by sub- 
divisions of the state such as counties, districts and 
municipalities. Perhaps there is no longer a need to 
discuss the trend away from charitable immunity, but 
rather to become alerted to the beginning of a trend 
towards loss of governmental immunity. Our two 
most populous states may be expected to be the 
most influential in the field of state-determined law. 
Through courts or legislatures, they have both dem- 
onstrated impatience with all forms of hospital im- 
munity from tort liability. 
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Hospitals Out of Minimum Wage Bill Draft 


As the Kennedy Administration minimum wage 
bill went to the floor of the House, it specifically 
excluded proprietary as well as nonprofit hospitals. 


Congressional action on the proposed legislation — 


began in the House Education and Labor Committee, 
where the primary bill considered was the Adminis- 
_tration-backed H.R.3935, introduced by Rep. James 
Roosevelt (D-Calif.). As originally drawn up, the 
bill did not include nonprofit hospitals but it did 
propose coverage of hospital employees in proprietary 
institutions with an annual gross volume of $1 million 
or more. | 

This provision, however, was taken out of the bill 
which the House Committee agreed on and presented 
to the whole House for floor consideration beginning 
the week of March 20. The committee report specifi- 
cally stated that minimum wage and overtime exemp- 
tions would be continued, among others, for hospitals. 
“By specific provision in the bill,” the report said, 
the exemptions would remain in effect “even if such 
establishments are in enterprises having more than 
$1 million in annual sales.” The exception was de- 
signed the report continued, to assure the exemption 
for proprietary hospitals which otherwise would come 
under the $1 million specification. 


The report also stated: “Nonprofit hospitals were 


already excluded by virtue of the definition of ‘enter- 
prise,’ which does not include eleemosynary, religious, 
or educational organizations not operated for profit.” 

Senate consideration of the Administration mini- 
mum wage bill was also under way. On March 15, 
the Senate Subcommittee on Labor ended its sessions 
on 8.895, sponsored by Sen. Pat McNamara (D-Mich.), 
a companion bill to Representative Roosevelt’s meas- 
ure. The subcommittee ordered the bill favorably 
reported without changes to its parent body, the 
Committee on Labor and Public Welfare. Conse- 
quently, at this stage, the Senate measure does not 
make the specific exemption of all proprietary hos- 
pitals. It could be added by the parent committee 
or by the Senate as a whole; if not, and if the House 
agrees to the exemption its Education and Labor 


Committee recommended, the question of exemption. 


of proprietary hospitals under the $1 million speci- 
fication would have to be resolved in House-Senate 
conference, | 


The original Kennedy measure called for a three- : 


step increase in three years in the minimum wage 
from the current $1 an hour to $1.25. In mid-March, 
this was still the schedule in the Senate bill. However, 
the bill going before the House was revised to a 
two-step, two-year schedule to $1.25. 
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Sparkman Bill Would Increase 
Student Nurse, Intern Housing Loans 


Now carrying a ceiling of $100 million, the federal 
loan program for housing facilities for student nurses, 
medical interns and residents would be increased 
$25 million annually for the next five years under 
a new bill before Congress. Sen. John Sparkman 
(D-Ala.) introduced the measure (S.1245) on March 
7—two days before President Kennedy, in a message 
to Congress on housing, reported that the Adminis- 
tration had taken steps to release additional funds 
for certain programs, including the student nurse- 
intern-resident phase of the college housing program. 
In asking increases for this latter program, Senator 
Sparkman proposed the loan funds for hospitals be 
increased by $25 million on July 1 of each year for: 
the years 1961 through 1965. 


Nurse Education Legislation 
Set For Next Year 


The Kennedy Administration is delaying legislative 
proposals for nurse training and education until next 
year. There is an “obvious need,” Surgeon General 
Luther L. Terry said, for legislation in this field and 
a committee is being set up to study the whole prob- 
lem. On the basis of the findings, specific recom- 
mendations will be made to the next session of 
Congress. 

Until Dr. Terry’s recent statement, however, there 
had been no official report on the contemplated time- 
table. In the meantime, both Sen. Lister Hill (D-Ala.) 
and Rep. Kenneth Roberts (D-Ala.) have before 
Congress their bills for strengthening professional 
nurse education—S.645 and H.R.2445 respectively. 


Kennedy Asks Increase 
In 1962 Health Budget 


President Kennedy’s proposed revisions in the 1962 
fiscal year budget submitted by former President 
Eisenhower are, as anticipated, being made in sepa- 
rate communications to Congress. In the health field, 
President Kennedy has now asked an additional $131 
million for the Department of Health, Education, and 
Welfare. The request includes $35 million for hospital 
construction grants to provide 3000 additional beds, 
principally for the chronically ill and aged. This - 
would be added to the Eisenhower budget request of 
$151.2 million for fiscal 1962 for the Hill-Burton 
program. 
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Pennsylvania Blue Shield Gets 21.3 Increase; 


Commissioner Denies Senior Citizen Program 


Francis R. Smith, Insurance Commissioner of the Commonwealth of 
Pennsylvania, rendered adjudications in February which granted the 
Medical Service Association of Pennsylvania (Blue Shield) an over-all 
rate increase of 21.3 per cent (the Plan had requested 26.1 per cent), 
and at the same time denied a request for a “senior citizen agreement.”’ 


The commissioner did, however, 
grant a request for a reduction in 
the waiting period for obstetrical 
delivery service from 12 to 9 
months. 

Commissioner Smith’s decisions 
were based, in part, on testimony 
given at public hearings which 
were held July 11, 12 and 13, 1960. 
Blue Shield’s requests, submitted 
June 29, 1960, were for: (1) in- 
creases in certain of its subscrip- 
tion rates for its surgical and 
medical-surgical coverage; (2) re- 
vision in certain of the fees in its 
fee schedule which sets forth the 
payments to be made for services 
performed by doctors for Blue 
Shield subscribers; (3) reduction 
in the obstetrical waiting period, 
and (4) the senior citizen program. 

In a general discussion of the 
decisions rendered, Commissioner 
Smith pointed out Blue Shield’s 
obligation to manage its affairs as 
a public-purpose, nonprofit enter- 
prise. He said that it was his im- 
pression that “the Blue Shield Or- 
ganization is more responsive to 
the views of doctors and the views 
of the Medical Society of the State 
of Pennsylvania than to the views 
of any other group.” Particularly in 
the case of the senior citizen pro- 
gram, the commissioner was of the 
opinion that the views held by Blue 
Shield management were totally 
subordinated to the wishes of the 
State Medical Society. 

In regard to the rate increase, 
the insurance commissioner re- 
ferred to the adjudication issued 
to certain Blue Cross Plans in 
Pennsylvania in April 1958, in 
which he recommended specific ac- 
tions to minimize any overutiliza- 
tion that might exist. He directed 
Blue Shield to undertake a study 
of its policies, contracts, fee sched- 
ules and powers, with the object of 
determining what positive action 
could be taken to lessen unneces- 
sary use of Blue Shield benefits. 
Among those specific recommenda- 
tions were: discussion and cooper- 
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ation with the Pennsylvania Blue 
Cross Plans and representatives of 
the state medical society; discus- 
sions with doctors to determine 
how to use statistical records for 
the purpose of casting light on areas 
of overutilization, and the estab- 
lishment of admissions committees 
in hospitals and of a utilization 
division within Blue Shield’s or- 
ganization. 

With respect to the fee revision 
requested, the commissioner de- 
ferred action pending additional 
substantiating data from Blue 
Shield. Mr. Smith recommended 
that Blue Shield consider the fol- 
lowing factors in resubmitting its 
request: 

@Time and skills involved in the 
procedure being revised in relation 
to comparable procedures. 

@ The average fees paid doctors 
in Pennsylvania for the procedure 
being revised and the average fees 
paid for comparable services in 
terms of time and skill. 

e The aggregate fees paid by Blue 
Shield to doctors for the procedure 
being revised. and the number of 


doctors receiving such aggregate 


payment. 

@ The estimated average income of 
the Blue Shield subscribers direct- 
ly affected by such revised fee. 

e The submission of a formula, 
factor or explanation showing to 
what extent the proposed fee is 
less than the average or reasonable 
fee for the same procedure which 
would properly be charged to over- 
income patients. 


In an explanation of his decision 
to deny the request for a senior 
citizen agreement, the commis- 
sioner pointed out that “the wishes 
of the Medical Society of the State 
of Pennsylvania determined the 
type of senior citizen program 
which Blue Shield offered for In- 
surance Department approval.’”’ He 


said that it was admitted by Blue 


Shield that persons or groups repre- 
senting older people and other seg- 
ments of the public were not con- 
sulted at all in the formulation of 
any aspect of the program. 

The commissioner acknowledged 


_ the need for concern in regard to 


the health care of the aged, but 
concluded “‘that the People of Penn- 
sylvania would be better served if - 
this filing were not approved at 
this time.” He acknowledged that 
even without a special senior citi- 
zen program, Blue Shield had al- 
ready done more to protect older 
citizens in Pennsylvania than all 
other insurance put together. In 
this particular program, however, 
he questioned the amount of con- 
sideration that had been given to 
the special needs of older persons 
with respect to income, benefits 
and rates. 

A list of comments and sugges- 
tions for Blue Shield to consider 
when redesigning its filing for a 
senior citizen program was sub- 
mitted in the adjudication. Com- 


‘missioner Smith stressed that cov- 


erage for hospital services and for 
medical and surgical services are 
“inextricably” combined. “Blue 
Shield cannot develop its program 
alone without the cooperation of 
Blue Cross, and Blue Cross Plans 
cannot develop their programs 
separately without the cooperation 
of Blue Shield and each other,” he 
stated. He asked the two plans to 
work together to provide older 
citizens with the broadest possible - 
uniform benefits throughout the 
state at the lowest possible cost. ® 


Four-Point Group Liability Insurance Plan 
Made Available to Hospitals in Illinois 


A new group liability insurance program for Illinois hospitals was 
made available January 1. So far, eight hospitals have joined the program 
which is being sponsored by the Illinois Hospital Association (IHA) and 


the Chicago Hospital Council. 


Modeled on the experience of other state groups, the program has been 
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engineered to meet the specific 
needs of I[llinois hospitals. It is 
being administered by a Menlo 
Park, Calif., insurance firm which 
operates similar group insurance 
programs in California, Minnesota, 
South Dakota and Louisiana-under 


the sponsorship of the state hospi- — 


tal associations. 
According to David M. Kinzer, 
executive director of the IHA, 


many other hospitals have shown > 


an interest in the program, but 
must wait until their present in- 
surance coverage expires. Illinois 
hospitals outside of the Chicago 
metropolitan area are being en- 
couraged to enter the insurance 
plan through a series of meetings 


scheduled between representatives 


' of the IHA and the carrier and 
board members, local insurance 


agents and administrators of these 


hospitals. 

Hospitals choosing to participate 
must take the entire insurance 
package, which consists of: 

1. Workmen’s compensation and 
employer’s liability 

2. Comprehensive general lia- 
bility 

3. Hospital professional ( at 
practice) liability: | 

4. Organized safety programs to 
aid in accident prevention and pro- 
mote standards of safety 

The program 
achieve the lowest possible costs 
over the years, and to assure the 
hospital that its insurance carrier 
will not arbitrarily cancel a policy 
or deny its renewal, even after a 
year of costly claim settlements. 
An organized safety program is re- 
quired of each member hospital. 

The program was developed after 
almost two years of exvloration 


by the Chicago Hospital Council’s 


‘Committee on Prepayment, Insur- 
ance and Hospital Reimbursement 
into the possibility of a metropoli- 
tan Chicago hospital group insur- 
ance program. The Illinois Hospital 
Association asked that the program 
be made available to hospitals 
in Illinois outside of metropolitan 
Chicago. 

Another feature of the elas is a 
steering committee composed of 
seven hospital administrators se- 
lected by the IHA and the CHC for 
overlapping three-year terms. The 
staffs of the IHA and CHC, their 
legal and insurance consultants, 


and a representative of the carrier 


are ex officio members. The steer- 
ing committee was created to pur- 
sue the best interests of participat- 
ing hospitals by (1) supervising 
the program with the insurance 
company; (2) retaining independ- 
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ent insurance counsel to assist in 
the oversight and audit of the car- 
rier’s practice; (3) renegotiating 
the standard contract as necessary, 
and (4) establishing criteria to 
admit new hospitals and to termi- 
nate participating hospitals. As a 
unique safeguard for rate control, 
each quarter the steering commit- 
tee, assisted by its insurance con- 


sultant, audits the carrier’s income 


and expense accounts and — 
against claims. 


Joint Commission Formed 
To Promote Prepayment 


A new commission to promote 
voluntary nonprofit prepayment 
health plans has been organized, 
with the ultimate aim of providing 
sound health care financing for the 
American people. 

The Joint Commission for the 
Promotion of Voluntary Non-Profit 
Prepayment Health Plans was or- 
ganized by the American Hospital 
Association, the American Medical 
Association, the Blue Cross Associ- 
ation and the National Association 
of Blue Shield Plans. 

James Z. Appel, M.D., Lancaster, 
Pa., representing the AMA, was 
named chairman for one year at a 


recent organizational meeting in 
Chicago. The AMA will provide 
staff for the commission during Dr. 
Appel’s term of office. The chair- 
manship will be assumed by one 
of the other participating organiza- 
tions next year. 

The specific purpose of the com- 
mission, according to Dr. Appel, 
is to “consolidate and strengthen 
the efforts of the four participating 
associations into a maximum de- 
velopment of voluntary, nonprofit, 
prepayment concepts in providing 
sound financing of health care for 
the American people.” 

AHA commission members are 
Frank S. Groner, Memphis, Tenn.; 
Jack Masur, M.D., Bethesda, Md., 
and Russell A. Nelson, M.D., Balti- 
more. | 

In addition to Dr. Appel, AMA 
representatives include W. Vinson 
Pierce, M.D., Covington, Ky., and 
Carlton E. Wertz, M.D., Buffalo, 
N.Y. 

For the Blue Cross Association, 
representatives are Richard C. 
Brockway, Boston; J. Douglas Col- 
man, New York, and William S. 
McNary, Detroit. 

Representing the Blue Shield are 
Russell B. Carson, M.D., Fort Lau- 
derdale, Fla.; J. A. Daugherty, 
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M.D., Harrisburg, Pa., and Donald 
H. Stubbs, M.D., Washington, D.C. 

Among the subjects discussed at 
the organizational meeting were a 
comparison of the relationships be- 
tween the AHA-Blue Cross and 
the AMA-Blue Shield and prob- 
lems in acquiring and servicing 
national accounts. 

At the suggestion of Dr. Nelson, 
the next meeting of the commission, 
which is to be held within 60 days, 
will be devoted to an exploration 
of the existing programs and poli- 
cies of each member organization 
and their relation to the ultimate 
success of the commission’s objec- 
tives. 


Home Care Launched 
In Rochester, N.Y. 


As a result of a two-year survey 
of chronic illness in Monroe Coun- 
ty, Rochester, N.Y., major health 
and welfare agencies there are 
jointly launching a county-wide 
care plan. 

The new program, which will be 
extended to patients regardless of 
their financial status, will provide 
comprehensive nursing, and social, 
rehabilitative and other supportive 
services to patients at home, under 
direction of their private physician. 

The program will be adminis- 
tered by the Home Care Associa- 
tion, an independent agency set up 
specifically for this purpose and 
representing public and private 
health agencies. | 

Grants to the program have al- 
ready been promised, but as far as 
possible the program will be op- 
erated on a “pay-as-you-go” basis, 
with patients paying according to 
their ability and funds from the 
welfare department available for 
assistance cases. 

The Rochester Hospital Service 
Corporation (Blue Cross) has 


agreed to develop a program simi- | 


lar to that in New York Citv. and 
the local Blue Shield Plan (Gen- 
esee Valley Medical Care) is con- 
sidering the possibility of includ- 
ing home care benefits in its 
standard contract without raisine 
rates. 


10 Hospital Housekeepers 
Win $350 Scholarships 


The 10 winners of $350 scholar- 
ships for the 13th annual course 
in hospital housekeeping at Michi- 
gan State University, East Lansing, 
have been announced. 

The course is sponsored by the 
American Hospital Association in 
cooperation with the university. 
The scholarships are made avail- 


| Admiral Hogan Honored | 


SECRETARY OF THE NAVY John B. Connally 
Jr. tleft), presents. the Navy’s Distinguished 
Service Medal to Rear Admiral Bartholomew 
W. Hogan, Medical Corps, USN, during cere- 
monies held at the National Naval Medical 
Center in February. Admiral Hogan, who 
retired February 28 after more than 35 years 
of active naval service, received the award 
for six years’ service as chief, Bureau of 
Medicine and Surgery, and as Surgeon Gen- 
eral of the Navy. 


able by Huntington Laboratories, 
Huntington, Ind. 

The winners, selected by a com- 
mittee of three hospital adminis- 
trators and a course coordinator, 
are as follows: 

_Mrs. Loretta Burch, housekeep- 
er, Sacramento County Hospital, 
Sacramento, Calif. 

Dexter J. Christian, assistant 
housekeeper, St. Lukes Hospital, 
St. Paul, Minn. 

Mrs. Gladys Cokely, housekeep- 
ing supervisor, Peninsula Hospital, 
Burlingame, Calif. 

James W. Denman executive 
housekeeper, Eastern State Hospi- 
tal, Lexington, Ky. 

Richard R. Elkins, executive 
housekeeper. Pekin Public Hospi- 
tal, Pekin, III. 

Mrs. Maxine C. Freeman, execu- 
tive housekeeper, University of 
Oregon Medical School Hospital, 
Portland, Ore. 

Mrs. Bernice J. Johnson, Hous- 
ton Negro Hospital, Houston, Tex. 

Sister Helen Marie, Providence 
Hospital, High Prairie, Alberta, 
Canada. 

Mrs. Jean Presgrave, assistant 
chief housekeeper, Highland View 
Hospital, Cleveland. 

Mrs. B. Kathryn Taylor, execu- 
tive housekeeper, Pawating Hospi- 
tal, Niles, Mich. 


Philip Ryan Appointed 
Philip E. Ryan has been ap- 


pointed executive director of the 
National Association for Mental 


was made by B. 
president of Brunswick and Jack 


Health. The appointment will be 
effective May 1. Mr. Ryan has 
served as executive director of the 
National Health Council for more 
than seven years. s 


D. W. Stickney Named 
IHA Assistant Director 


David W. Stickney, administra- 
tive assistant of Children’s Me- 
morial Hospital, Chicago, has been 


“named assistant director of the 


Illinois Hospital Association. The 
appointment was announced by 
David M. Kinzer, executive direc- 
tor of the hospital organization. 
Mr. Stickney is a_ graduate 
in hospital administration from 
Northwestern University. Among 
his new duties will be that of pro- 
viding professional assistarce to 
the 26 councils and committees 
which carry on state programs on 
behalf of Illinois hospitals. e 


Brunswick Corporation Buys 
Massey Surgical Supply | 


Brunswick Corp., parent cor- 
poration of A. S. Aloe of St. Louis, 
national suppliers to hospitals, phy- 
sicians and laboratories, has nego- 
tiated to buy Massey Surgical Sup- 
ply, Inc., of Nashville, Tenn., and 
its subsidiaries. The announcement 
E. Bensinger, 


C. Massey, board chairman of the 
supply firm, on February 21. : 
Massey Surgical Supply, Inc., is 
a supplier of hospital and labora- 
tory equipment in the mid-south. 
The company will become part of 
Brunswick’s Aloe Physicians, Hos- 
pital. and Scientific Division, and 
will continue to operate under its 
present management, with the ex- 
ception of Mr. Massey, who is re- 
tiring. 
Advanced Study Center 
Planned for Minnesota 


An advanced center for educa- 
tion in hospital administration will 
be established by the University 
of Minnesota in Minneapolis 
through a four-year grant of $159,- 
000 from the W. K. Kellogg Foun- 
dation. 

Other advanced centers have 
been developed through Kellogg 
Foundation aid at the University 
of Chicago, the University of Mich- 
igan and Columbia University. The 
centers sponsor basic and applied 
research, varied continuing educa- 
tion programs, community service 
projects and the formal prepara- 


_ tion of research and teaching per- 


sonnel. 
The grant to the University of 
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Minnesota will be used to develop 
doctoral programs in education for 


hospital administration in order — 
to improve the preparation of re-_ 


search and teaching personnel in 
the field. bad 


Pittsburgh Hospitals Merge 


The consolidation of Presby- 
terian Hospital and University of 
Pittsburgh clinical facilities in 
February was the first major step 
in reorganization of the patient 
facilities of the University of Pitts- 
burgh Health Center. Harold S. 
Overholt, vice president of the 
Mellon National Bank and Trust 
Co., is president of the new board 
which is made up of members se- 
lected from the Presbyterian Hos- 
pital and University boards. 


Association section 
(Continued from page 43). 


CONNECTICUT 
Twin Pines Convalescent, 
New Milford 
FLORDIA 
River Garden Hebrew Home for 
the Aged, Jacksonville 
Patterson Nursing and Rehabilita- 
tion Home, Oak Park 
MICHIGAN 
Bancroft Convalescent Home, 
Detroit 
NEW JERSEY 
Union Forge Nursing Home, 
Lebanon 
Morris View, Morris Plains 
Daughters of Israel Pleasant Valley 
Home, Newark 
NEW YORK 
The Tides, Long Beach 
Isabella Home for the Aged, 
New York 
Clear Nursing Home, 
Rockville Centre 
OHIO 
Lima Convalescent Home, Lima 
Lutheran Home for the Aged, 
Westlake 
PENNSYLVANIA 
McGuire Memorial, New Brighton 
TENNESSEE 
B’nai B’rith Home and Hospital for 
the Aged, Memphis 
WASHINGTON 
Hillhaven of Seattle, Seattle 
Hillhaven of Lakewood, Tacoma 
WISCONSIN 
Milwaukee Jewish Home for the 
Aged, Milwaukee 
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Better patient care 
(Continued from page 40) — 


This avoids conflicts and yet main- 
tains the economic incentives. 


Vill. PATIENT-ORIENTED 
PROGRAM 


Most important, the successful 
group prefessional program must 
be patient oriented. Unfortunately, 
the rapid rise in the number of 
malpractice suits against physi- 
cians and hospitals has developed 
a negative reaction in the profes- 
sion. Too often before an effective 
step is taken, the question is asked, 
‘Will I be liable for malpractice 
if I do this?” The proper question 
should be, “Will it aid the pa- 
tient?” Unfortunately, we must 
face the fact that a suit can arise 
out of the fact that the physician 
or hospital was only trying to do 
the best for the patient. 

The dilemma can be illustrated 
by the current problem of whether 
or not to make routine instrument 
counts during surgery. Another 
example is found in hospitals that 
transferred the responsibility for 
the routine ordering of bed rails 
from the attending physician to 
the nursing staff. This greatly re- 
duced the number of injuries to pa- 
tients but from a point of view of 
limiting liability, this was a major 
mistake by the hospitals. However, 
it did mean better patient care. 

These examples highlight the 
basic theme of this paper—that of 
placing emphasis on an ever-im- 
proving standard of patient care 
rather than on potential liability. 

After a careful review of the 
experience, the medical staff and 
hospital administration should es- 


tablish a code of procedures based 


upon the welfare of the patient 
regardless of the possibility of po- 
tential suits. If, for any reason, 
the law disagrees with the profes- 
sional decision, then it is the func- 
tion of insurance to share this loss. 
Through a group program, a 
physician or hospital can be as- 
sured that if performance is in 
accordance with the best consid- 


ered judgment of the profession, 


insurability is protected in spite of 
any claims or unfortunate judg- 
ments. Insurability is not deter- 
mined by losses but by devotion to 


the professional approach to —_ 
patient care. 


This wage and salary program is 
easy to apply 
( Continued from page 34) 


Department heads were advised 
that increments were not auto- 
matic but would be granted if the 
department head certified that the 
employee merited an increase based 
on proficient performance. Aside 
from some anticipated minor 
adjustments, the scales became op- 
erational with a minimum of diffi- 
culty. Where raises were indi- 
cated, they became effective on the 
first of the year. When employees 
were already receiving the start- 
ing rate on their scale, they were 
scheduled for the six-month incre- 
ment on June 1. There were some 
disappointed employees who would 
have to “mark time” on the scale 
until they became eligible through 
length of service to advance to the 
next step. However, for any wage 
program to be effective, the ineq- 


 uities must be equalized and such 


disappointments are unavoidable. 
SUMMARY 


In summary, a wage and salary 
program was designed to meet the 
particular circumstances and needs 
of Newark Beth Israel Hospital. 
The program entailed the abbrevi- 
ation of standardized methods with 
a minimum sacrifice of accuracy. 
This adaptation reduced the ex- 
pense and time normally involved 
in setting up a wage and salary 
program. The end result was an 
organized plan which was easily 
administered and was operational 
within a relatively short time. 

Although some inaccuracies were 
inevitable, they were easily cor- 
rected following the establishment 
of the program. The decision to 
formulate a formal wage plan and 
to initiate it as soon as possible 
was believed to be most important 
to the over-all success of the pro- 
gram. 

Hospitals that hesitate to modify 
their wage and salary program 
may find this simvlified approach 
a less formidable and a more flexi- 
ble solution than the eaamecne 
standardized procedures. 
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APRIL 1, 1961 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 

Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


CONTRACT HOSPITAL HOUSEKEEPING 
SERVICE: Having successfully pioneered 
this relatively new field of Contract Hos- 
pital gE we feel qualified to 
solicit your h tal’s housekeeping re- 
sponsibilities. We have established com- 
plete housekeeping programs at six 
hospitals throughout the country, 
ing all labor, supervision, eq 
ment, insurance, etc., to fulfill this quip- 
If you have 150 beds or more, perhaps we 
could relieve your hospital of this trouble- 
some problem. Our cient methods and 
procedures often result in a money sav- 
ings to the hospital. We would sincerely 
obligation an opportunity to make a no 
— detailed study of your facilities 
that we could prepare a proposal for 
voter consideration. We welcome inspec- 
tions of those hospitals that we now have 
under contract. For more information 
write RED TOP MAINTENANCE SERV- 
ICE, INC., 7018 Central, SE Albuquerque, 
New Mexico. 


FULL TIME HOSPITAL INVENTORY 
SERVICE AVAILABLE: We will take a 
gern itemized and extended inventory 
wht gy 2 pharmacy, delivered to you in 
form, tailored to suit your personal 
requirements. We are happy to announce 
the utilization of 1.B.M. Computing Equip- 
ment for the complete pricing, extending 
and printing of the inventories of our 
clients beginning about April, 1961. Cover- 
age at the present time ncludes the fol- 
lowing states: New Jersey, New York, 
Pennsylvania, Delaware, Maryland, Wash- 
ae, D.C. and Connecticut. Write or call 
us collect for further information without 
obligation. INVENTORIES INCORPO- 
RATED, 1120 West Girard Avenue, Phila- 
delphia 23, Pennsylvania, POplar 9-0200. 


FOR SALE 


1-BISHOP STARCH COOKER: Model B3-5, 
Serial #L1757. gg ed SOAP COOKING 
TANK: Model B6, Serial #L1922. 1-G. H. 
BISHOP CO. ‘anh Board. 1-WILMOT- 
CASTLE INSTRUME TSTERILIZER: T 


Serial #3736, 5 lb. cap. 1-CASTLE FLASK 
HEATING CABINET: Model #3000, Serial 
#381103, 77” high, 29” wide, 29” deep, 60 Ib. 
steam free ree standing type. 


Modern 40-bed brick 3-STORY HOSPITAL, 
completely furnished and uipped. Lo- 
cated in northeast Colorado. Mother 
M. Monica, St. Benedict’s Convent, Fox 
Bluff, Route 1, Waunakee, Wisconsin. 


POSITIONS OPEN 


MEDICAL AND SURGICAL NURSING IN- 
STRUCTOR: Cooperate with experienced 
instructor in teaching medical-surgical 
nursing in a two year hospital school 
of nursing. Part of Columbia, Teachers 
College research project. N.L.N. fully ac- 
credited. Sixty students. Science and gen- 
eral education courses taught at Mon- 
mouth College. Attractive college and 
ocean resort town. Fifty miles from New 
York City. Excellent salary and personnel 
policies. Degree and experience required. 
For information write Director, School of 
Nursing. Monmouth Medical Center, Long 
Branch, New Jersey. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy— depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internshi Bags work 
bac und. inquiries hel 

a dence. Address NOSPITALS. ‘Box 


ADMINISTRATOR for Chronic Hospital, 
137 beds. Hospital planning expansion pro- 
gramme. Excellent opportunity for experi- 
enced and willing indi ividual. All applica- 
tions must be writing and 1 be 
treated in confidence. Address: Mr. Nat 
Cohen, c/o Jewish Hospital of Hope, 7745 
Sherbrooke Street, E., 5, P.Q., 
Canada. 


MATERNAL AND CHILD HEALTH IN- 
STRUCTOR: Teach maternal and child 
health. Approximately 30 students. Two 
year Hospital School of Nursing. N.L.N. 
fully accredited. Science and general edu- 
cation courses taught at Monmouth Col- 
lege. Attractive college and ocean resort 
town. Fifty miles from New York City. 
Excellent salary and personnel licies. 
Degree and experience required. For in- 
formation write, Director, School of Nurs- 


ing, Monmouth Medical Center. Long 


Branch, New Jersey. 


ADMINISTRATIVE ASSISTANT: Ex- 
cellent opportunity for hospital administra- 
tion graduate to develop administrative 
skills as evening administrator under ae 
of F.A.C.H.A. Full responsibility gradually 
assumed with guidance of top administra- 
tive staff. Rewarding salary and 
sites. Write: Robert Markowits, Assistant 
Director, Mount Sinai Hospital, “7150 Ww. 
15th Place, Chicago 8, Ulinois. 


MEDICAL SOCIAL WORKER: Challeng- 
ing—A modern Midwest hospital is creat- 
ing a social service department and needs 
an above average person to head the -_ 
partment. Excellent salary and benefit 
ye An extraordinary opportunity. vill 
compensated for interviewing expenses 
and person hired will be reimbursed a 


MEDICAL RECORD LIBRARIAN CHIEF & 
ASSISTANT: Unusual opportunity in Mid- 
west. Well staffed department in a modern 
and progressively managed hospital organi- 
zation. A real challenge for an above aver- 
age person. Exceptional benefits—three 
and four weeks vacation, extensive sick 
leave privileges, paid hospitalization— 
salary wide open. We will pay or. 
expenses and reimburse person hir 
portion of moving expenses. Address HOS- 
PITALS, Box K-55. 


PURCHASING AGENT: To organize and 
direct a centralized purchasing department 
for a 160 bed general hospital located in 
a beautiful residential section along the 
North Shore of Chicago. Expansion and 
remodeling program in progress. Two years 
of Hospital Purchasing experience neces- 
sary, degree desirable. Submit complete 
resume of training, experience, and salary 
requirements to Personnel Director, High- 
land Park Hospital, 718 Glenview, High- 
land Park, [linois. 


INSTRUCTOR: To assist with Teac 
Fundamentals of. nursing and mate 
and child health. Two year, N.L.N. fully 
accredited program. Attractive college and 
ocean resort town. Fifty miles from New 


_ York City. Excellent salary and personnel 
Dir r, 


policies. For information write 
School of Nursing. Monmouth Medical 
Center, Long Branch, New Jersey. 


ASSISTANT DIRECTOR: Gynecologic and 
Obstetric Nursing, approximately 200 beds 
including 66 bassinets. Master’s — in 
Nursing Service Administration. Obstetri- 
cal nursing experience desirable. Salary 
commensurate with experience and quali- 
fications. Progressive personnel policies. 
Write to Director, School of Nursing and 
Nursing Service, The Johns Hopkins Hos- 
pital, Baltimore 5, Maryland. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, IIl. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
pists . Engineers. Plant Superintendents. 
Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


PURCHASING AGENT to initiate and di- 
rect a purchasing department for several 
proprietary hospitals within one commu- 
nity in Texas. —— purchasing experi- 
ence preferable. ubmit training back- 
groun nt and salary require- 
ments. Address HOSPITALS, Box K-54. 


THE MEDICAL BUREAU 


M. Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm., 100 bed 


of Trustees; top salary 
hsp. N. Calif. (c) 75 bed 
Maine, bus. acctg. requir 
(d) Adm. to construct 30 bed h Indiana 
7500; (e) Adm. -X-ray seemaaetion. 40 bed 
hsp. Wis. also Minn. (f) 
new bed hsp. near Chicago 
initiative ol 4 rewarded; (g) Asst. A 
large private Florida coast hsp.; must 
have personnel exp.; (h) Exec. Dir. 270 
bed geriatrics inst. near N.Y.C.; H 4-1: 


ADMINISTRATIVE PERSONNEL: (a) 
Adm. Asst. knowledge acctg., personnel; 
rapidly expanding bed hsp p. suburban 
Chicago, $6,000 start; (b) Purchasing Agent, 
500 bed hsp., M.W., $9,000 up {c) Rte 
nel Dir. 350 bed private hg ing , $7,500 
up; (d) Controller, 500 bed 

Ohio; $10,000 up; (e) Food irector, 

bed hsp. near L.A. $8,500; H 4-2. 


DIETITIANS: (a) Leading food org. Phila. 
area; research recipes; consult sales force; 
some demonstration; assist Director; $7,500 
start; (b) Chief, 300 bed hsp. near D.C. 
top salary H-403. 


DIRECTORS -OF NURSING: (a) Dir. of 
Nurses, — a. and Med Dir. in deci- 
sion ma oo TE bed accred. hsp., High 
Sierras, Calif. $8,000: (b) Direct well ori- 
ented nursing service 300 bed hsp. near 
Chicago $8,000; (c) Direct and develop two 
program, commuting distance 

ee (d) Direct school, serv- 
aoe 200 hsp. Michigan; to $10,000; 


EXECUTIVE HOUSEKEEPERS: Brand new 
250 bed hsp. near ye eat org. dept. exc. 
financial opport; H 4 


MEDICAL RECORD LIBRARIANS: Con- 
sultant medical record librarian to six 
hosps. in lake resort — M.D. $8,500; 
(b) Chief, ability to set system L.A. 
expndg. from 00-400: $6-7,500; 


HOSPITALS, J.A.H.A. 


AMERICAN STD. WATER CLOSET: 
NEOLO, #HF13470 VN (Integral Seat). 1- 
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DIETITIONS FEMALE (a) for Therapeutic 
Main Kitchen Food Production. 
be A.D.A. and prefer experienced. 
300 Hospital, adjacent to University of 
Pittsburgh. Housing facilities 
Excellent personnel policies. yao 
Write: Montefiore Hospital 3459 Fifth 
nue, Pittsburgh 13, Penna. 


ASSISTANT DIRECTOR: Medical-Surei- 
cal Nursing, approximately 400 beds in- 
cluding metabolism unit and =< re- 
covery room. Master’s degree in Nursing 
Service Administration and/or Medical- 
Surgical Nursing. Salary commensurate 
with experience and qualifications. Pro- 
gressive personnel licies. Write to Di- 
rector, School of ursing- and Nursin etre 
Service, The Johns Hopkins Hospita 
Baltimore 5, Maryland. 


ASSOCIATE DIRECTOR: School of Nurs- 
ing 131 bed general J.C.A.H. Accredited 
hospital; N.L.N. accredited school of nurs- 
ing with 57 students. Masters’ degree de- 
sired, will consider B.S. with educational 
experience. Salary commensurate with 
background and experience. Address HOS- 
PITALS Box K-58. 


OUR 64th YEAR 


WOOD WAR 


FORMERLY AZNOE S 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 
RAndolph 6-5682 
Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or au 
menting its staff, brochures of those qual- 
ified to nead medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 


MEDICAL RECORD LIBRARIAN: $5,400- 
,756. Head 35 person unit in new 663 
ounty hospital. 
cent scenic wonderland- rich cultural life- 
plentiful housing. Requires registration 
plus two ae hospital experience. Con- 
tact: E. W. Firby, Room 101, Hall of Rec- 
ords, Fresno, California-AM 8-6011 Ex. 202. 


Visger Road, River Rouge 1 


Generous benefits-adja- : 


MHA, college member- 
e 40-50, for 400-bed general i- 
tal middle industrial area. 
accredited-national accredited nursing 
intern and residency pro- 
n. Send complete resume. 
HO ALS, Box K-52. 


LIBRARIAN: (Female) Medical Records, 
registered, for expanded 116 bed hospital. 
Oe to reorganize and operate de- 
partment riginal buildin six years 
old, within one hour of New York City, 
Liberal personnel licies, Salary open. 
Address HOSPIT , Box K-53. 


RESIDENT PHYSICIANS, male. Michigan 
state license. 90 bed, general mg p- 
roved 2 year Residency Program. Start- 
ing salary $450.00 per month. Contact: Ad- 
ministrator, Sidney A. Sumb 4 Hospital, 234 
Michigan. 


OPERATING ROOM SUPERVISOR AND 
CLINICAL INSTRUCTOR, O.R. ING: 
For well-established voluntary 400-bed 
general hospital with two divisions, each 
with supervisory assistants and each with 
a caseload of about 450 operations a month. 
Seasoned staff of 44 includi full-time 
clinical Instructor in Operating Room 
Nursing. Three-year diploma program with 
league accreditation, 100 students. Recovery 
rooms in each facility 


OPERATING ROOM SUPERVISORY posi- 
tion requires master’s degree, five years 
of experience in operating room includin 
teaching ee responsibility or B. 
degree wit equivalent experience and 
preferably a post graduate course in oper- 
ating room nursing. 


CLINICAL INSTRUCTOR, O.R. NURSING 
requires master’s degree, five years of ex- 
perience in operating room including 
teaching responsibility or B.S. degree in 
Nursing Education with experience in 
teaching operating room nursing. Regis- 
tration or eligibility for registration in 
New York State. Responsible to Director 
of Nursing and Administrator of Hospital. 
Well balanced personnel policies inabedia 
four weeks’ vacation, seven paid holidays, 
two weeks’ sick leave and cumulative sick 
benefits, pension plan, social security, Blue 
Cross, group and life insurance 
coverage scaled to salary. Salary depend- 


- ent upon educational qualifications and ex- 


rience. Write Director of Nursing, The 
ochester General Hospital, Northside Di- 
vision, Rochester 21, New York. 


DIRECTOR OF NURSING EDUCATION: 
New school and residence facilities in 
planning stage. Small school, g ary, 
colleges, nice little city. Asbury Hospital, 
Salina, Kansas. 


LABORATORY TECHNICIAN; in beautiful 
new expanding hospital located in progres- 
sive and interesting city, in smog free re- 
sort area. One hour drive from Los 
Angeles. Beginning salary $500 per month, 
— liberal fringe benelite. Write Admin- 
strator, a Valley Hospital, Lan- 
caster, California 


HOUSE PHYSICIAN: Ideal —o for 

active older physician desiring to reduce 

work schedule. Available July 1. Private 

hospital, Northeast Ohio. State 
icense required. Furnished apartment 

ground. Address HOSPITALS, 
ox 


ONE ADMINISTRATIVE DIETITIAN AND 
ONE THERAPEUTIC DIETITIAN: 440 bed 
general hospital, refrigerated and com- 
pletely modern. Excellent personnel poli- 
cies, Salary open. Prefer ADA member. 

Apery: Miss Virginia L. Felch, Chief Die- 
= ate Good Samaritan Hospital, Phoenix, 

ona. 


POSITIONS WANTED 


DIRECTOR OF DEVELOPMENT: Com- 
bines extensive administrative experience 
with solid background of oo raising and 
Available April 23, Write: 

irector, P. O. Box 1544, Ba timore 3, Md. 


ADMINISTRATOR: Age 26, 
M.H.A., recent course a Ex- 

perience time-motion study in bed 

ALS, Box K-57. 


EXECUTIVE HOUSEKEEPERS and thor- 
oughly trained, uniformed housekeep 
personnel. (See our ad under SERVIC 
in this classified section.) 


THE MEDICAL BUREAU 


M. Burneice Larson, Chairman of the Board 

900 North Michigan Ave. 

Chicago 11, Illinois 
Assistant Administrator, M.H.A. 10 ba 
exp. 400 bed hsp. wishes Adm. 250 
hsp. East; 40 yrs. of age; 
Recent grad. hsp. adm. course, 3 yrs. 
— hsp., 15 yrs. military, desires Asst. 
m.; 


Pathologist, 8 exp. as Dept. 
Div. 300 bed hsp; wishes ate midwest. 


literature about hospital administration, planning and financ- 
ing, and administrative aspects of the medical, paramedical — 
and prepayment fields .. . . in fact, almost everything about 
hospitals. The Index provides direct references to significant 
books as weil as to articles about hospitals. 


‘ ‘When preparing speeches, writing papers, evaluating work 
programs or getting background for reports, you'll find the — 
Index an invaluable aid. American Hospital Association, 840 


“North hake Shore Onive, 11, 
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the NEXT by “COLD” Ethylene Ox i 


Never before has such a versatile, efficient sterilizer been offered 

to hospitals . . . never before has gas/steam sterilization been made 
so safe, so trouble-free. Simply flick the controls and you’re 

ready for either pressure steam, or “‘cold’’ ethylene oxide sterilization. 
And both cycles are fully automatic. 

Today, hospitals using Amsco’s Combination Gas-Steam Sterilizers 
are processing an ever-mounting list of heat-or-moisture sensitive 
materials .. . Heart-Lung Machines, anesthesia equipment, plastic 
basinettes, electrical apparatus for surgery, toys, books, cameras... 
an almost endless list. This is a sterilizer that ‘“‘asks’’ to be kept 
busy twenty-four hours every day. ) 

If you haven’t investigated the economies offered by Amsco’s 
Combination Gas-Steam Sterilizer, please write for literature. 
Chamber sizes, mounting styles and ethylene oxide mixtures | 
will meet your particular needs. 


This 16” x 16” x30” 
“Cryotherm”’ Cold 
Sterilizer is ideal for 
sterilizing instruments and 
pre-packaged surgical and 
Easy-to-use, disposable 
aerosol containers of 
““Cryoxcide”’ gas make its 
use efficient and economical. 
Write for SC-310. 


AMERICANS 
STERILIZER 


ERIE SPENNSYLVANIA 


World's largest designer and manufacturer of Sterilizers, 
Surgical Tables, Lights and related hospital equipment 
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